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Supplied: 


The number of hospital patients given blood rose from 
1.6 million in 1952 to 2.2 million, or 9.2% 
of all hospital patients, in 1958.1 


Preoperative use of Adrenosem minimizes the necessity 
for transfusions. Adrenosem controls operative and 
postoperative bleeding (small vessel oozing). It provides 
a clearer surgical field, shortening operating time.’ 


Adrenosem is indicated both pre- and postoperatively in any 
procedure where bleeding presents a problem—from 
adenoidectomies and tonsillectomies to Z-plasty operations. 


AMPULS .. . 5 mg., 1 cc.; packages of 5 


TABLETS. . . 1 mg. (s.c. orange); bottles of 50 
2.5 mg. (s.c. yellow) ; bottles of 50 


Syrup ...2.5 mg. to each 5 cc. (1 teaspoonful); 4 oz. bottles 


1. 1958 Report of American Red Cross Joint Blood Council 
2. References and detailed literature available on request. 


-U.S. Pat. Nos. 2581850, 2506294 


THE S. E. WMIASSENGILL COMPANY 


Bristol, Tennessee * New York ¢ Kansas City * San Francisco 
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Chefs prepare food on modern Gas equipment in the kitchen of Roanoke Memorial Hospital 


Enough fried chicken for 300 patients 


Modern stainless steel Gas equipment with auto- 
matic controls is the key to fast preparation of 
special and regular diet foods at Roanoke Memorial 
Hospital, Roanoke, Virginia. 

Stainless steel pressure cookers and steam ket- 
tles can cook enough fried chicken in 12 minutes 
to serve 300 patients, after which chicken is 
browned in a Gas-fired deep fat fryer. Automati- 
cally controlled Vulcan Gas equipment—ranges, 
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in 12 minutes...thanks to FAS 


baking and warming ovens—speed nutritious, tasty 
food to patients and staff with no interruption in 
service for changeover to special diets. 

For information on how Gas can help you mod- 
ernize your food service, call your Gas Company’s 
commercial specialist. He'll be glad to discuss 
with you the economies and outstanding results 
you get with Gas and modern Gas-fired equipment. 
American Gas Association. 
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INFECT 


“In our hands it has been particularly helpful 
in the treatment of staphylococcic disease.”’* 


In difficult staph. infections, a decisive response may be obtained with I[losone in a 
high percentage of cases. | 

In a study! of 105 patients, sixty-four of whom had Staphylococcus aureus infec- 
tions, good results were obtained with Llosone in 94 percent. Ten subjects had pre- 
viously failed to respond to other forms of chemotherapy. The authors concluded that 
Ilosone “‘. . . is useful in treatment of a number of common infections and has been 
effective in treatment of a number of less common and more serious infections. . . . In 
our hands it has been particularly helpful in the treatment of staphylococcic disease.”’ 


Ilosone is available in Pulvules®, 125 mg. and 250 mg.;_ 1. Smith, |. M., and Soderstrom, 
Lauryl Sulfate 125 Suspension, 125 mg. (base equiv.) W. H.: J. A. M. A., 170 :184 (May 
per 5-cc. tsp.; and Lauryl Sulfate Drops, 5 mg. (base 9), 1959. 
equiv.) per drop. Usual dosage for adults and children |jgsone® (propiony!| erythromycin 
over fifty pounds is 250 mg. every six hours. ester, Lilly) 
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This month, approximately 7000 U.S. medical school , Snag will be matched 
to intern positions in more than 800 hospitals to climax the National Intern 
Matching Program's operations for the ninth consecutive year (see story on 
page 52). This complex and formerly time-consuming matching process is 
handled rapidly and accurately by the “electronic brain” shown on the cover. 
Photo by Myron Ehrenberg, Scope Associates, Inc. (Other picture credits on 
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your assurance sterility 


HCHO is the chemical formula for formaldehyde, the only suture 
storage solution that kills all bacterial spores and spore-forming 


organisms. Every ETHICON suture packet is surrounded and protected 
by formaldehyde storage solution. Your assurance of sterility is on the 
label of each ETHICON jar. 


“sutures and packets certified sterile” 


| 
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hospital association meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 


1960 


Aug. 29-Sept. 1—62nd annual meeting, San 
Francisco (Civic Auditorium) 

Feb. 3-4 Midyear Conference of Presidents 
and Secretaries, Chicago (AHA Head- 
quarters) 


MEETING AND INSTITUTE 
CALENDAR 


THROUGH JULY 1960 


(American Hospital Association Institutes 


are in BOLDFACE type. Meetings of other 
hospital associations are in LIGHTFACE 
type. Other organizations in the health 
field are shown in ITALICS.) 


FEBRUARY 


4 American College of Hospital Ad- 
ministrators, Third Annual Congress 
on Administration, Chicago (Morrison 
Hotel) 

6-9 American Medical Association, Con- 
gress on Medical Education and Li- 
censure, Chicago (Palmer House) 

15-18 Obstetrical Nursing Administration, 
Chicago (AHA Headquarters) 


fr, 


with plastic laminate faces 
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America’s Finest institutional Doors 


‘ 


Chemclad Doors were installed throughout the Schumpert Memorial Sani- 
tarium, Shreveport, La. This is only one example of the many fine institutions 
which have installed Chemclad Doors. 


Chemclad Doors 
are more economical 
in the long run. 


Write for catalog 
describing features 
of the finest 
institutional 


ever developed. 


Chemclad Doors Were Developed To Be The 
Finest Doors Available For Institutions 


CHEMCLAD realized the shortcomings of previously avail- 
able institutional doors and set out to overcome them. 
CHEMCLAD Doors never have to be reset—rehung— 
resized—or refinished. 


LOW COST MAINTENANCE accounts in part for the 
popularity of CHEMCLAD Doors now in use. Their tough 
prefinished mar-resistant faces, of CHEMCLAD’S own 


laminate, never require refinishing and need only to be 


beauty. 


cleaned with soap and water to preserve their original 


The CHEMCLAD line includes U.L. approved FIRE 
DOORS. CHEMCLAD is the answer to your needs in 
a modernizing program as well as in new structures. 
They are ideal for HOSPITALS—SCHOOLS—COR- 


RECTIONAL and OTHER INSTITUTIONS. 


BOURNE MANUFACTURING CO. 


1573 


LARNED @ DETROIT 7 


MICH 


16-18 National Association of Methodist 
Hospitals and Homes, Columbus, Ohio 
(Deshler Hilton Hotel) 

16-19 American Protestant Hospital Associ- 
ation, Columbus, Ohio (Deshler Hilton 
Hotel) 

17-18 Lutheran Hospital Association, Colum- 
bus, Ohio (Deshler Hilton Hotel) 

22-26 Association of Operating Room 
Nurses, New York City (Statler Hilton 
Hotel) 

23-25 Quebec Hospital Association, Mont- 
real (Queen Elizabeth Hotel) 
29-Mar. 2 Labor Relations, Chicago (AHA 

Headquarters) 

29-Mar. 2 Methods Improvement, Toronto, 

Ont., Canada (Royal York Hotel) 


MARCH 


7-9 Directors of Hospital Volunteers (Ad- 
vanced), Philadelphia (Bellevue-Strat- 
ford Hotel) 

7-10 Hospital Design & Construction, Chi- 
cago (AHA Headquarters) 

7-10 Nursing Service Supervision, Kansas 
City, Mo. (Bellerive Hotel) 

10 Wisconsin Hospital Association, Mil- 
waukee (Hotel Schroeder) 

21-24 American Academy of General Prac- 
tice, 12th Annual Scientific Assembly, 
Philadelphia (Convention Hall) 

21-25 Dietary-Housekeeping-Nursing Depart- 
ments Relationships, Chicago (AHA 
Headquarters) 

22-24 Kentucky Hospital Association, Louis- 
ville (Kentucky Hotel) 

24-26 Louisiana Hospital Association, Baton 
Rouge (Bellemont Motor Hotel) 
28-30 New England Hospital Assembly, 

Boston (Hotel Statler) 

31-April 1 Georgia Hospital Association, 

Jekyll Island (Wanderer Motel) 


APRIL 


3-7 Annual Conference of Blue Cross 
Plans, Los Angeles (Statler Hotel) 
46 Administrators’ Secretaries, Dallas 
(Adolphus Hotel) 
4-6 Hospital Organization, Chicago (AHA 
Headquarters) 
4-7 Ohio Hospital Association, Celumbus 
(Veterans Memorial Auditorium) 
4-8 American College of Physicians, San 
Francisco 
4-8 Nursing Service Administration, 
Omaha (Hotel Blackstone) 
11-14 Hospital Engineering, Minneapolis 
(Radisson Hotel) 
18-19 Insurance for Hospitals, Atlanta 
(Henry Grady Hotel) 

21-22 Carolinas-Virginias Hospital Confer- 
ence, Roanoke (Hotel Roanoke) 
25-28 Association of Western Hospitals, Los 

Angeles (Statler Hotel) 

27-29 Middle Atlantic Hospital Assembly, 
Atlantic City (Convention Hall) 
27-29 Midwest Hospital Association, Kansas 

City (Municipal Auditorium) 
28-29 Iowa Hospital Association, 
Rapids (Hotel Roosevelt) 


MAY 


2-4 Tri-State Hospital Assembly, Chicago 
(Palmer House) 

2-6 American Nurses’ Association, Miami 
Beach (Miami Beach Hall) 

2-11 Pan American Medical Association. 
35th Anniversary Congress, Mexico 
City (National Auditorium) 
(Continued on page 106) 
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Housekeepers Love Mr. Clean 


because he’s Procter & Gamble’s all-time cleaning champ. Mr. 
Clean does more cleaning ... faster and easier than any other type 
of cleanser, soap or detergent your staff has ever used. 


He’s a work-saver, time-saver and mighty handy guy to 
have around. He’s Mr. Clean, Procter & Gamble’s all- 
purpose cleaner. Wherever he goes—and that can be 
almost everywhere — Mr. Clean gets the cleaning job done 
faster, easier than any other type of cleaning product. 

Bathrooms, kitchens, utility rooms . . . why, he just 


zooms right through and leaves ’em sparkling clean. Lob- 
bies, hallways, stairways . . . you'll be amazed at Mr. 
Clean’s speed. Used right from the bottle or diluted in a 


Look! Mr. Clean will clean everything you see here! 


grime from fountains. . 
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. footmarks on stairways... grease from ranges. . 


pail or wash basin, Mr. Clean will quickly make light 
work out of the heaviest cleaning chore. Saves time too, 
for many jobs require no rinsing. 

And because of Mr. Clean’s easy-to-handle bottle, 
your cleaning personnel can take him along everywhere 
... no need to transfer from large bulky containers. . . no 
need to guess at amounts. Directions are on every bottle. 

Yes, he’s the all-time champ at all kinds of cleaning! 
Meet Mr. Clean himself! 


. hand marks on doors ond walls... sediment in sinks! 
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officers, 


trustees and councils 


President 


Russell A. Nelson, M.D., Johns Hopkins Hospital, 
Baltimore 5 


President-Elect 


—, S. Groner, Baptist Memorial Hospital, Memphis 
enn. 


Immediate Past President 


Ray Amberg, University of Minnesota Hospitals, Min- 
neapolis 14 


Treasurer 
~ N. Hatfield, Passavant Memorial Hospital, Chicago 


Executive Vice President 


Edwin L. Crosby, M.D., 840 North Lake Shore Drive, 
Chicago 11 


Secretary 
Maurice J. Norby, 840 North Lake Shore Drive, Chicago 
ll 


Assistant Secretary 
James E. Hague, 840 North Lake Shore Drive, Chicago 
ll 


Assistant Treasurer 
John E. Sullivan, 840 North Lake Shore Drive, Chicago 


BOARD OF TRUSTEES 


Chairman; Russell A. Nelson, M.D., ex officio, Johns 
llopkins Hospital, Baltimore 5 

Ray Amberg. ex og io, University of Minnesota Hos- 
pitals, Minneapolis 1 

Frank 8S. Groner, ex officio, Baptist Memorial Hos- 
pital, Memphis 3, Tenn. 

John N. Hatfield, ex officio, Passavant Memorial Hos- 
pital, Chicago 11 


Term Expires 1960 

Rt. Rev. Msgr. Edmund J. Goebel, archdiocesan direé- 
tor of hospitals, Milwaukee 12 

Rear Adm. B. W. Hogan, MC, USN, surgeon general, 
Department of the Navy. Washington 25 

Carl C. Lamley, Stormont-Vail Hospital, Topeka, Kans. 


Term Expires 196! 


D. Easton, M.D., Royal Alexandra Hospital, Edmon- 
ion, Alta. 

Hilkia H. Kroeger, M.D., Elizabeth Steel Magee Hos- 
pital, Pittsburgh 13 

Clarence E. Wonnacott, Dr. W. H. Groves Latter-Day 
Saints Hospital, Salt Lake City 3, Utah 

Term Expires 1962 

Philip D. Bonnet, M.D., Massachusetts Memorial Hos- 
pitals, Boston 18 

James M. Daniel, Columbia MHospital of Richland 
County, Columbia, 8.C 


Stanley A. Ferguson, University Hospitals of Cleveland, 
Cleveland 6 


Coordinating Council 


Chairman: Frank 8. Groner, Baptist Memorial Hospi- 
tal, Memphis 3, Tenn. 

Russell A. Nelson, M.D., ex officio, Johns Hopkins 
Hospital, Baltimore 5 

li. Charles Abbott, Hospital Service of Southern Cali- 
fornia, Los Angeles 27 

J. Milo Anderson, Strong Memorial Hospital, Rochester 


20, N.Y. 

E. Dwight Barnett, M.D., Palo Alto-Stanford Univer- 
sity Hospital Center, Palo Alto, Calif. 

George Cartmill Jr., Harper Hospital, Detroit 1 

Mrs. l’almer Gaillard Jr., Mobile Infirmary Women’s 
Auxiliary, Mobile 16, Ala. 

T. Stewart Hamilton, M.D., Hartford Hospital, Hart- 
ford 15, Conn. 

Boone Powell, Baylor University Medical Center of 
Dallas, Dallas 10, Tex. 

Martin R. Steinberg, M.D., Mount Sinai Hospital, 
New York 29 


Council on Administrative Practice 


Chairman: George Cartmill Jr., Harper Hospital, De- 
troit 1 


Term Expires 1960 

Horace M. Cardwell, Memorial Hospital, Lufkin, Tex. 

Jack A. L. Hahn, Methodist Hospital of Indiana, In- 
dianapolis 7 

George A. Hay (vice chairman), Hospital of the 
Woman’s Medical College of Pennsylvania, Philadel- 
phia 29 


Term Expires (96! 


Mark Berke, Mount Zion Hospital and Medical Center, 
San Francisco 15 

James M. Crews, Methodist Hospital, Memphis 4, Tenn. 

William K. Klein, Long Island College Hospital, 
Brooklyn 1, N.Y. 


Term Expires 1962 
George W. Graham, M.D., Ellis Hospital, Schenectady 


8, N.Y. 

Victor F. Ludewig, George Washington University Hos- 
pital, Washington 7 

Russell H. Miller, University of Kansas Medical Cen- 
ter, Kansas City 12, Kans. 


Secretary: Richard “ Johnson, 840 North Lake Shore 
Drive, Chicago 11 


Council on Association Services 


Chairman: Boone Powell, Baylor University Medical 
Center of Dallas, Dallas 10, Tex. 

Term Expires 1960 

Leo M. Lyons, American Protestant Hospital Associa- 
tion, Chicago 11 

Roy R. Prangley, 385 27th St., Boulder, Colo. 

Abram L. Van Horn, M.D., Kate Macy Ladd Convales- 
cent Home, Far Hills, N.J. 

Term Expires 196! 

Avery M. Millard, California Hospital Association, San 
Francisco 2 

Sister Rose, Marie (vice chairman), St. Mary's Hos- 
pital, Pierre, 8. Dak. 

Rev. Granger Westberg, University of Chicago Clinics, 
Chicago 37 

Term Expires 1962 

William 8. Brines, Newton-Wellesley Hospital, New- 
ton Lower Falls 62, Mass. 

J. A. Gilbreath, Arkansas Baptist Hospital, Little 


Rock, Ark. 
Richard Lubben, Bozeman Deaconess Hospital, Boze- 
man, Mont. 


Secretary: Jack Owen, 840 North Lake Shore Drive, 
Chicago 11 


Blue Cross Commission 
Chairman: H. Charles Abbott, Hospital Service of 
Southern California, Los Angeles 27 (1961) 


Term Expires 1960 

George T. Bell ;vice chairman), Hospital Service As- 
sociation of Northeastern Pennsylvania, Wilkes-Barre, 
Pa. 


Joseph O. Burger (treasurer), Nebraska Blue Cross 
Hospital Service Association, Omaha 2, Nebr. 

Ralph Hammersley Jr., Associated Hospital Service of 
Capital District, Albany 10. N.Y. 

William 8S. McNary, Michigan Hospital Service, De- 
troit 26 

Joseph A. Monaghan, Alberta Blue Cross Plan, Edmon- 
ton, Alta. 

H. F. Singleton, Blue Cross-Blue Shield of Alabama, 
Birmingham 5, Ala. 

Ray K. Swanson, Swedish Hospital, Minneapolis 4 

Term Expires 196! 

Sam J. Barham, Kansas Hospital Service Association, 
Inc., Topeka, Kans. 

Paul G. Drescher, Associated Hospital Service of New 
York, New York 1 

Rt. Rev. Msgr. Robert A. Maher. diocesan director of 
health and hospitals, Toledo 2, Ohio 

John B. Morgan Jr.. Associated Hospital Service, Inc., 
Youngstown 7, Ohio 

P. Jr., Group Hospitalization, Inc., Wash- 


H. Saunders, Hospital Service Corporation of 
Rhode Island, Providence 2, R.I 

Term Expires 1962 

Tol Terrell, Shannon West Texas Memorial Hospital, 
San Angelo, Tex. 


irector: Richard M. Jones, 840 North Lake Shore 
Drive, Chicago 11 


Council on Government Relations 


Chairman: Martin R. Steinberg, M.D., Mount Sinai 
Hospital, New York 29 


Term Expires 1960 

Harry Washington University Clinics, St. 
Louis 

Harold Richmond Memorial Hospital, Rich- 
mond 27, Va. 

Kenneth Wallace, St. John’s Hospital, Tulsa 4, Okla. 


Term Expires 196! 

Kenneth Holmquist, Bethesda Hospital, St. Paul 1 

Rev. John J. Humensky, Ph.D., Catholic Charities 
Bureau, Diocese of Cleveland, Cleveland 14 

William L. Wilson (vice chairman), Mary Hitchcock 
Memorial Hospital, Hanover, N.H. 


Term Expires 1962 

W. P. Earngey Jr., Harris Hospital, Fort Worth 4, 
Texas 

Clyde L. Sibley, Birmingham Baptist Hospital, Bir- 
mingham 11, Ala. 

W. W. Stadel, M.D., San Diego County General Hos- 
pital, San Diego 3, Calif. 

Secretary: Kenneth Williamson, Washington Service 
Bureau, Mills Bidg., 17th St. and Pennsylvania Ave., 
N.W., Washington 6 


Council on Hospital Auxiliaries 


Chairman: Mrs. Palmer Gaillard Jr., Mobile Infir- 
mary Women's Auxiliary, Mobile 16, Ala. 


Term Expires 1960 

Guy M. Hanner, Good Samaritan Hospital, Phoenix, 
Ariz. 

Mrs. Harry Milton (vice chairman), Jewish Hospital 
of St. Louis Auxiliary, St. Louis 1 

Laura Vossler, Presbyterian Hospital in the City of 
New York, New York 32 


OF THE AMERICAN HOSPITAL ASSOCIATION 


Term Expires (96! 

Mrs. Columbus Conboy, Ladies Auxiliary of St. Joseph 
Infirmary, Louisville 17 

Mrs. Leonard A. Lang, Women’s Auxiliary Cambridge 
State School and Hospital, Cambridge, Minn. 

Mrs. Kurt A. Scharbau, Rockford Memorial Hospital 
Auxiliary, Rockford, 

Term Expires (962 

Mrs. Robert N. Carson, New a gg (Hospital) League 
for Service, Inc., New Rochelle, N.Y. 


Max L. Hunt, Yakima Valley. Memorial H 
Yakima, Wash. 


Melba Powell, Coahoma County (Hospital) Women’s 
Auxiliary, Clarksdale, Miss. 


Secretary: Patricia Sussmann, 840 Lake Shore 

Council on Planning, Financing 

and Prepayment 


Chairman: J. Milo Anderson, Strong Memorial Hos- 


pital, Rochester 20, N.Y. 

Term Expires (960 

os Herold, North Louisiana Sanitarium, Shreve- 
port 7, La. 

Delbert L. Pugh, Columbus Hospital Federation, Co- 
lumbus 3, Ohio 

Sister Mary Vincent, R.N., Santa Rosa Hospital, San 
Antonio 7, Tex. 

Term Expires 196! 

Dean A. Clark, M.D. (vice chairman), Massachusetts 
General Hospital, Boston 

John D. Porterfield, M.D., deputy surgeon general, 
Public Health Service, Washington 25 

ohn H. Zenger, Utah Valley Hospital, Provo, Utah 

Term Expires 1962 

Stanley W. Martin, Ontario Hospital Association, To- 
ronto 7, Ont. 

James Richardson, Presbyterian Hospital, Charlotte 


1, N.C. 
Robert M. Sigmond, Hospital Council of Western 
Pennsylvania, Pittsburgh 13 


Secretary: Hiram Sibley, 840 North Lake Shore Drive, 
Chicago 11 


Council on Professional Practice 


Chairman: T. Stewart Hamilton, M.D., Hartford Hos- 
pital, Hartford 15, Conn. 

Term Expires (960 

Louis B. Blair, St. Luke's Methodist Hospital, Cedar 
Rapids, Iowa 

Gerhard Hartman, Ph.D., University Hospitals, Iowa 
City, Iowa 

Leon C. Pullen Jr., Decatur and Macon County Hospi- 
tal, Decatur, Il. 

Term Expires (96! 

Leonard 0. Bradley, M.D., Winnipeg General Hospi- 
tal, Winnipeg 3, Man. 

Richard D. Variderwarker, Memorial Center for Cancer 
and Allied Diseases, New York 21 

David B. Wilson, M.D. (vice chairman), University 
Hospital, Jackson 5, 

Term Expires 1962 

Henry T. Clark Jr., M.D., University of North Caro- 
lina, Chapel Hill, N.C. 

Cecilia H. Hauge, R.N., Veterans Administration, Wash- 
ington 25 

Henry N. Pratt, M.D., Society of the New York Hos- 
pital, New York 21 

Secretary: Madison B. Brown, M.D., 840 North Lake 
Shore Drive, Chicago 11 


Council on Research and Education 


Chairman: E. Dwight Barnett, M.D., Palo Alto-Stan- 
ford University Hospital Center, Palo Alto, Calif. 

Term Expires 1960 

Celeste K. Kemler, Valley View Hospital, Ada, Okla. 

J. Dewey Lutes, Woonsocket Hospital, Woonsocket, R.I. 

Harry M. Malm, Lutheran Hospitals and Homes So- 
ciety, P.O. Box 1587, Fargo, N. Dak. 

Term Expires 196! 

Elbert DeCoursey, M.D., Southwest Foundation for Re- 
search and Education, San Antonio 7, Tex. 

Charles S. Paxson Jr., Hahnemann Hospital, Philadel- 
phia 2 

James W. Stephan (vice chairman), University of 
Minnesota, Minneapolis 14 

Term Expires 1962 

Charles D. Flagle, Johns Hopkins Hospital, Balti- 
more 5 

Walter J. McNerney, University of Michigan School of 
Business, Ann Arbor, Mich. 

Andrew Pattullo, W. K. Kellogg Foundation, Battle 
Creek, Mich. 

Secretary: Daniel 8. Schechter, 840 North Lake Shore 

Drive, Chicago 11 


Executive Staff 


Edwin L. Crosby, M.D., director 

Maurice J. Norby, deputy director 

Kenneth Williamson, associate director 
Madison B. Brown, M.D., associate director 
James EB. Hague, assistant director 

Richard L. Johnson, assistant director 
Edmond J. Lanigan, assistant director 

John E. Sullivan, control 
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3417-GGTA Let us show how one Clarin Chair can serve three 


purposes and solve all your seating problems. 


CLARIN Manufacturing Co., 4640 W. Harrison, Chicago 44, Ill. 
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CLARIN MFG. CO., 4640 W. Harrison, Dept. 82, Chicage 44, Ill. 


Without obligation, send complete information on Clarin 
Auxiliary Seating. 


Firm Nome. 

Street Address 

individval’s Name 

Pioneers in Auxiliary Seating. Est. 1925 TA 
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Folding Chairs 
GUARANTEED 10 FULL 
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‘Sister Rita Ciare, Administrator of 
St. Mary’s Hospital, Minneapolis, says: 


“Honeywell temperature controls 


cut costs and improve 


Sister Rita Clare in the X-ray Department of St. Mary’s Hospital. St. 
Mary’s Hospital is one of the largest hospitals staffed by the Sisters of 
St. Joseph of Carondelet. The Order was founded in France in 1650. 
Today, more than 4,700 Sisters belong to this Order. They operate 
schools, colleges and hospitals throughout the United States. 
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help us ann 


patient care” 


Architects: Hills, Gilbertson and Fischer Architects, A.1.A., Minneapolis 
Consulting Engineers: Bruch, Morrow and Knafla, Inc., Minneapolis 
General Contractor: M. J. McGough Co., St. Paul 

Mechanical Contractor: J. M. McClure, Kelly and Co., Minneapolis 
Electrical Contractor: Batzli Electric Co., Minneapolis 


Honeywell individual room thermostats free busy nurses 
from chambermaid chores. And a Honeywell control center enables 
one man to supervise the entire heating system 


“With payroll the biggest part of our operating costs, anything 
we can do to increase the efficiency of our staff is money well 
spent,’’ says Sister Rita Clare. “Honeywell room thermostats 


free nurses from adjusting radiators and opening and closing - 


windows for more professional duties. At the same time, heating 
costs are reduced because there is no overheating and because 
thermostats in vacant rooms can be turned down.” 


Honeywell also installed a Selectographic Supervisory Data- 
Center* in St. Mary’s Hospital. This unique control center en- 
ables the building engineer to supervise the entire heating and 
ventilating system from his office. For example, he can check 
temperature and humidity in all surgery and delivery rooms and 
nurseries. Alarms are also provided for the oxygen and nitrous 
oxide systems. 


Selectographic eliminates constant trips throughout the hos- 
pital and assures the finest, most economical comfort at all times. 


To learn how Honeywell controls can help reduce the cost of 
operating your hospital, see your architect or engineer. Or call 
your nearest Honeywell office. If you prefer, write to Honeywell, 
Dept. HO-2-56, Minneapolis 8, Minnesota. * Trademark 


ERING THE FUTURE 


A unique feature of the Selectographic is an intercom 
unit which enables the engineer to listen to penthouse 
equipment and check its operation, as he starts and 
stops it from the control center. 


Honeywell 
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RUBBER ELASTIC BANDAGE 
STANDS OUT BECAUSE IT STANDS UP 


under constant use—With a tensile strength greater than any competitive bandage, amazing 
new ACE has increased resistance to tearing built into every strand. Even after repeated wear 


and laundering, ACE continues to provide firm, anatomically correct support. 


under higher heat—Even 15 hours of dry heat sterilization at 320° F. can’t wilt this new ACE... 
the specially developed rubber threads retain elasticity to a degree never thought possible before. 


for maximum economy — Specify ACE hospital packaging. Individually polyethylene wrapped 
bandages, 2”, 2/2”, 3” or 4” widths, in boxes of twelve...6” width in boxes of six. Readily avail- 
able from your nearby distributor—the single source for most of your hospital supplies. 


BECTON, DICKINSON AND COMPANY: RUTHERFORD, NEW JERSEY 


B-D AND ACE ARE REGISTERED TRADEMARKS OF BECTON, DICKINSON AND COMPANY 6ees9 
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Charles £. Vadakin, as co-author 
with Mrs. Grace L. Little, R.N., de- 
scribes the program and physical 
facilities of the 
60-bed Eugene 
duPont Memo- 
rial Hospital, a 
convalescent 
care and reha- 
bilitation unit 
that is operated 
as an adjunct to 
Memorial Hos- 
pital, Wilming- 
ton, Del. Mr. 
Vadakin is man- 
aging director of the two hospitals 
and Mrs. Little is administrator 
of Eugene duPont Memorial Hos- 
pital. 

Mr. Vadakin has been actively 
engaged in hospital administration 
and construction since 1930. Fol- 
lowing graduation from the Mari- 
etta (Ohio) Business Institute, Mr. 
Vadakin spent five years as stu- 
dent in hospital management at 
the Marietta (Ohio) Memorial 
Hospital and served a two-year 
residency in hospital management 
with Kahler Corporation (Mayo 
Clinic) in Rochester, Minn. 

Before coming to Wilmington, 
Mr. Vadakin served as administra- 
tor of the following hospitals: Doc- 
tors Hospital, Washington, D.C.; 
Fairmont (W. Va.) General Hos- 
pital; Coshocton County (Ohio) 
Memorial Hospital, and Amster- 
dam (N.Y.) City Hospital. In each 
of these posts he assumed a major 
role in programing for construction 
and expansion of hospital facilities. 
He has also been active in the 
development of methods improve- 
ment, cost reduction and public 
relations programs in hospitals. 

Mr. Vadakin has long been ac- 
tive in regional and state hospital 
association activities. He has served 
as secretary-treasurer of the Caro- 
linas-Virginias Hospital Confer- 
ence and as chairman of the Com- 
mittee on Insurance and member 
of the Council on Professional 
Practice, Maryland-District of Co- 
lumbia-Delaware Hospital Associ- 
ation. He is a past president of the 
Association of Delaware Hospitals 
and former secretary-treasurer of 


MR. VADAKIN 
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the Hospital Association of West 
Virginia. He is currently secretary 
of the Inter-Hospital Council of 
Wilmington, Del. 

Mr. Vadakin is a fellow of the 
American College of Hospital Ad- 
ministrators. 


Richard Brooke Jr., claims admin- 
istrator for Blue Cross of Florida, 
Inc., planned and directed the in- 
stallation of the 
intrastate tele- 
type network 
between the 
Blue Cross home 
office in Jack- 
sonville and 40 
of the larger 
member hospi- 
tals throughout 
the state. In his 
article on p. 
Mr. Brooke de- 
scribes the system and its advan- 
tages for Florida hospitals. 

Mr. Brooke served in the Hospi- 
tal Corps of the U.S. Navy for two 
years, during which time he at- 
tended the Hospital Corpsman 
School at Bainbridge, Md., and the 
Clinical Laboratory Technician 
School at the U.S. Naval Hospital 
at Pensacola, Fla. Following mili- 
tary service, he attended the Uni- 
versity of Virginia and received 
his B.A. degree. In 1954 he re- 
ceived a certificate in hospital ad- 
ministration from the School of 
Hospital Administration at the 
Medical College of Virginia, Rich- 
mond. 

Mr. Brooke served administra- 
tive residencies at Riverside Hos- 
pital, Newport News, Va., and at 
Memorial Hospital, Danville, Va. 
He also served as administrator of 
Gill Memorial Eye, Ear and Throat 
Hospital, Roanoke, Va., and of 
Riverside Hospital, Jacksonville, 
Fla., before joining the Florida 
Blue Cross organization in 1958. 

Mr. Brooke has just completed 
two years of service as secretary 
of the Jacksonville (Fla.) Hospital 
Council. In 1957-58 he served as 
vice president of the Northeast 
Florida Hospital Council. He is a 
nominee in the American College 
of Hospital Administrators. 


MR. BROOKE 


Francis R. Van Buren and Mrs. Doris 
S. Crowell outline the basic prin- 
ciples for use in developing a per- 
sonnel records 
system in hos- 
pitals, regard- 
less of size (p. 
38). Mr. Van 
Buren is a hos- 
pital consultant 
in Harwich Port, 
Mass., and Mrs. 
Crowell is the 
controller and 
part-time per- 
sonnel officer at 
Cape Cod Hospital, Hyannis, Mass. 
Prior to his present position, Mr. 
Van Buren served as administrator 
of the Cape Cod Hospital. 

Before World War II, Mr. Van 
Buren served 11 years as adminis- 
trator of Children’s Hospital, Cin- 
cinnati, Ohio. During the war he 
served in the medical administra- 
tive corps of the United States 
Army and was separated from the 
service with the rank of Major 
after 13 months of duty in Europe. 

In the 1930’s and early 1940’s 
Mr. Van Buren held various com- 
mittee posts in the Ohio Hospital 
Association and served as a mem- 
ber and first vice president of the 
association’s board of trustees. In 
the past 12 years Mr. Van Buren 
has served as a member of various 
councils of the Massachusetts Hos- 
pital Association, including chair- 
manship and current membership 
on its Council on Administrative 
Practice. He also served as dele- 
gate and alternate delegate to the 
American Hospital Association 
House of Delegates. 

A member of the American Col- 
lege of Hospital Administrators, 
Mr. Van Buren received his B.A. 
degree from Princeton University 
and his B.S. degree from the Mas- 
sachusetts Institute of Technology. 

Mrs. Crowell has been associated 
with Cape Cod Hospital since 1941. 
She served as the hospital’s ac- 
countant prior to her present posi- 
tions. 

A native of Reading, Mass., Mrs. 
Crowell completed a course in hos- 
pital accounting at the Bentley 
School of Accounting. 
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from the ground 


® 


Colson starts with the first essential . . . mobility, and begins 
building quality there with Colson Casters. Seventy-five years 
of experience go into putting together the total unit. Literally 
from the ground up Colson builds it better, supplying the com- 
plete product. From casters to completion, each part of this 
Colson Bulk Food Conveyor is made with the careful precision 
that has made Colson famous for long-lasting quality. Quality 
costs less. Buy once, buy the best . . . Colson. 


builds it better... 


YEAR OF 
PROGRESS 


75 years of experience in supplying 


(2 
Vv 


field-tested equipment and casters to 
industry and institutions. Millions of 


satisfied custo 
name COLS 


mers know and respect the 


ON . . . synonym for quality. 


COLSON’S STAINLESS STEEL BULK FOOD CONVEYOR 


Keeps food hot from main kitchen to floor pantries. Stainless steel inside 
and out; removable heating units; heated utility drawer, and ample storage 
space. Available in top-deck arrangements to suit your particular needs 
and in sizes to dispense from 25 to 200 meals. Easily maneuverable on 
casters designed specifically for this unit. Learn of the many other quality 
features, and the other equipment to make meal-serving fast and easy. 
Write today for Colson’s free catalog. 


THE COLSON CORPORATION “7 S. Dearborn Street 


Piants in: Jonesboro, Ark.; Sommerville, Mass. and Elyria, Ohio CHICAGO, ILLINOIS 
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EVEN IN “SEEMINGLY HOPELESS CASES” 
INVOLVING “HOSPITAL STAPH”... 


“It would appear, therefore, that from this limited experi- 
ence with 17 desperately ill patients, parenteral novobiocin 
[ Albamycin ] is therapeutically effective and offers a reason- 
able expectation of a favorable response even in seemingly 
hopeless cases.” 

Garry, M. W.: Am. J. M. Se. 236:330 (Sept.) 1958. 

“Staphyloceccal sepsis, particularly as it appears within the 
hospital environment, continues to represent a serious and 
difficult therapeutic problem. ...It would appear that novo- 
biocin {| Albamycin], like other broad-spectrum antimicro- 


| Upjohn | THE UPJOHN COMPANY 


KALAMAZOO, MICHIGAN 
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bial agents, will be of clinical value in a certain number of 
staphylococcal infections.” 

Colville, J. M.: Gale, H. H.; Cox, F., and Quinn, E. L.: Antibiotics 
Annual 1957-1958, p. 920. 


The use of Albamycin has not been accompanied by systemic 
toxicity — renal, hepatic, or hematopoietic. Side effects (such 
as skin rash) have been minor in nature, and those that do 
occur are easily managed.” 


1. Garry, M. W., op. cit. 2. Editorial, New England J. Med. 261:152 (July 
16) 1959. 3. Nunn, D. B., and Parker, E. F.: Am. Surgeon 24:361 (May) 1958. 
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AND ONLY HARD HAS IT 


red Safti-Lite below the foot panel of Hard’s- 
- ALL-EKTRIK BED 1494-AEG reminds the nurse 
when the bed is left in other than the lowest 
_ position. It's a Hard exclusive — one of many that 
account for its slight increase in cost over ordi- 
Ask your dealer why so much more costs so /itt/e 
extra in Hard’s 1494-AEG. 


THE HARD MANUFACTURING COMPANY 
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| digest of NEWS 


President’s 1961 Budget Message Requests 
$60 Million Cut in Hill-Burton Funds 


On January 18, President Eisenhower requested Congress to appro- 
_ priate $126.2 million for the Hill-Burton program. This is $60 million 
less than last year’s appropriation. But it is $25 million more than the 
President requested in last year’s budget message. 

Hill-Burton construction funds and health research facility funds 
appear to be the “single exception’’ referred to in the President’s State 
of the Union message where he explained that federal health programs 
would be maintained or increased at last year’s level (See earlier story 


on p. 98.) 


The budget message recommended Hill-Burton fund allocations as 


follows: 


Budget item 
Basic programs, part C 
Diagnostic and treatment facilities 
Chronic disease hospitals 
Rehabilitation facilities 
Nursing homes 
Research 

The total funds requested by the 
President for all Public Health 
Service programs in 1961 are low- 
er than the 1960 appropriations. 
The decrease is due largely to the 
cutback in Hill-Burton. 

Construction funds requested 
for health research facilities were 
also lower. The Eisenhower budget 
asks $25 million for 1961, com- 
pared to $30 million appropriated 
in 1960. 

In his budget message, the Pres- 
ident emphasized that more money 
will be asked for a new and ex- 
panded environmental health pro- 
gram aimed at the air and water 
pollution problem with special em- 
phasis to be given radiation haz- 
ards. He also requested increased 
appropriations for replacement 
and modernization of veterans 
hospitals. Other health programs 
in the budget were recommended 
for continuation in 1961 at the 
1960 appropriation level. These 
include medical research, profes- 
sional nurse traineeship, practi- 
cal nurse training and staphylo- 
coccal control. 

@ In contrast to the President’s 
recommendation for a cut in Hill- 
Burton appropriation, the partici- 
pants in a conference of Hill-Bur- 
ton officers and U.S. Public Health 
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1961 1960 
Budget Request Appropriation 
$95 million $150 million 
$7.5 million $7.5 million 
$7.5 million $7.5 million 
$5 million $10 million 
$10 million $10 million 
$1.2 million $1.2 million 


Service urged that Congress vote 
the full $210 million authorized 
for the program annually. They 
also recommended that funds be 
provided to study population shifts 
and hospital needs of urban cen- 
ters. (Details p. 98) 

® The Forand Bill came into the 
limelight again in Washington last 
month when labor announced its 
legislative goals. George Meany, 
president of AFL-CIO, included 
the amendment as one of the top 
priority items in his address before 
a meeting of union officials. A 
committee headed by the director 
of social security for AFL-CIO will 
work for the passage of the Forand 
measure, (Details p. 98) 

® Because of its great expansion 
of responsibilities, the U.S. Public 
Health Service is considering re- 
organization of its operations. An 
eight-member committee appoint- 
ed by the PHS surgeon general has 
been authorized to make recom- 
mendations. (Details p. 98) 


p> LOS ANGELES STUDY OFFERS GUIDES 
FOR METROPOLITAN HOSPITAL PLANNING 
—Three general hospital beds are 
needed for every 1000 of popula- 
tion; community hospitals should 
have at least 150 beds. These were 
two of the conclusions reached in 
a hospital planning study of the 
Los Angeles Metropolitan region. 
The results of the study served as 
the bases of planning concepts ap- 
proved by the state and Southern 
California hospital associations. 
(Details p. 100) 


> ELIMINATION OF UNNECESSARY iIN- 
TERNSHIPS SUGGESTED BY MEDICAL EDU- 
CATORS—-Speakers at session on the 
future of the internship, held at 
Michael Reese Hospital, Chicago, 
agreed that for some physicians, 
especially those planning to spe- 
cialize in surgery, internship pro- 
grams could be eliminated, thus 
permitting them to progress di- 
rectly into residencies. The advan- 
tages of rotating and straight in- 
ternships were also weighed by 
the physicians. One sharply criti- 
cized the rotating internship, while 
another noted that a survey of 
practicing physicians showed they 
were generally more satisfied with 
their earlier rotating internship 
experience than with straight 
programs. (Details p. 100) 


> FINANCIAL POSITION OF BLUE CROSS 
PLANS SHOWS IMPROVEMENT IN 1959 
—The U.S. and Canadian Blue 
Cross Plans showed an average in- 
come of 0.65 per cent for the first 
nine months of 1959, compared to 
a 3.34 per cent loss for the same 
1958 period. The Blue Cross Com- 
mission, which reported on the 
Plans’ activities, attributed this 
development to the many rate in- 
creases approved during 1959 by 
state regulatory agencies. Of their 
total three-quarter income, the 


Worth Quoting 


the part to be in order.”—Plato 


“And this was the reason why most maladies evaded the physicians 
of Greece—that they neglected the whole on which they ought to 
spend their pains, for if this were out of order it was impossible for 
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Plans paid out 93.9 per cent 
in benefits. Operational costs per 
member, per month increased by 
four tenths of a cent during the 
1959 period. (Details p. 104) 


» 20-YEAR HOSPITAL CARE PROGRESS 
SHOWN IN STUDY—The length of stay 
for patients with critical illnesses 
was shortened considerably and 
the death rate in chronic illnesses 
reduced sharply during the past 20 
years, according to a study con- 
ducted in New Jersey by the state’s 
Blue Cross Plan and state hospital 


association together with the Blue 
Cross Association. The report was 
based on 900 case histories drawn 
from patient records in a cross- 
section of New Jersey hospitals. 


* ENROLLMENT IN MEDICAL TECHNOLOGY 
SCHOOLS RISES 41 PER CENT IN FIVE 
YEARS—Enrollment in schools of 
medical technology approved by 
the American Medical Association 
increased 41 per cent between 1953 
and 1958, according to an an- 
nouncement from the National 
Committee for Careers in Medical 


pride... 


833 N. Orleans St., Chicago 10, Il. 


Inscribed 
Birth Certificates 


In public relations, as in friendship, it’s often the “little things” that 
count most. A birth certificate may seem small amid the complicated 
details of running a hospital. But anything connected with the birth 
of a baby is magnified in the eyes of the parents. That's why Hollister 
Inscribed Birth Certificates are such effective builders of goodwill. 
In every way a Hollister Certificate shows that you too are proud of 
the important event. Write for free portfolio. 


_FIOLLISTER, 


Technology of Washington, D.C., 
based on the committee’s 1958- 
1959 annual report. During the 
same period, the number of AMA- 
approved hospital schools rose 
from 575 to 706. 

The median salary of registered 
medical technologists during the 
five-year period increased 27 per 
cent to $4469, as against an 18 per 
cent median increase for all em- 
ployed in the United States. 

The careers committee also noted 
the growing demand for medical 
technologists. Current needs are 
for 60,000 medical technologists in 
hospitals alone—averaging one for 
every 25 patients. The latest Reg- 
istry of Medical Technologists fig- 
ures show only 27,000 technologists 
certified for these positions. 


> THE HOSPITAL FIELD WILL SEND 18 TO 
YOUTH CONFERENCE—The Golden An- 
niversary White House Conference 
on Children and Youth will be at- 
tended by 10 teen-age volunteers 
serving in hospitals, two young 
adults employed in administrative 
capacities, four foreign represent- 
atives currently studying hospital 
administration in the United 
States, and two direct representa- 
tives of the American Hospital 
Association. Invitations were ex- 
tended to conference participants 
last month by President Eisen- 
hower after their nomination by 
the AHA. (Details p. 103) 


p LACK OF TUBERCULOUS PATIENTS 
BRINGS HOSPITAL CLOSING—The 350- 
bed U.S. Public Health Service 
Hospital for tuberculous patients 
at Manhattan Beach, Brooklyn, 
will close in June, according to an 
announcement from the PHS. The 
reason was that the average num- 
ber of patients at the hospital de- 
clined to 210 from 339 in 1955 and 
the cost of operation rose from 
$1,334,000 to $1,610,000. 


. MEDICAL CARE LEADS IN COST OF 
LIVING EXPENSES INCREASE FOR NEW 
YORKERS—The cost of medical care 
increased 5.7 per cent, more than 
any other major category, between 
October 1958 and October 1959, 
according to an announcement 
from the Community Council of 
Greater New York. The cost of 
living for a hypothetical family of 
four rose 1.3 per cent, or $105 dur- 
ing that period. 
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headquatlers 


National Hospital Week 


What is the theme for National 
Hospital Week’s 1960 observance? 


The theme for National Hospital 
Week—May 8-14—is “The Hos- 
pital—Many Hands and Many 
Skills.” 

Materials will emphasize the 
personnel factor in hospitals—the 
many hands and skills which make 
up modern hospital care. This 
theme will give special opportunity 
to develop careers programs and 
to foster good employee relations. 
Also, to inform the general public 
of the seen and unseen workers 
who are available around the clock 
to care for the patient. 

The AHA kit of National Hospi- 
tal Week materials will be mailed 
in March to member hospitals and 
auxiliaries.—DANIEL S. SCHECHTER 


Advisory committee 
on nursing 


What is the primary function of an 
advisory committee to a school of 
nursing? Who serves on such a com- 
mittee? How often are meetings held? 


The function of an advisory 
committee to a school of nursing 
is that of liaison between the board 
of trustees and the faculty of the 
school of nursing. In practice, it is 
very similar to the joint confer- 
ence committee of the medical staff 
and board of trustees. 

The chairman of the committee, 
therefore, should be a member of 
the governing board. Since the 
committee is concerned with the 
educational programs of the stu- 
dents of nursing, other members 
would represent the field of medi- 
cine, nursing education, general 
education, and the general public. 
It is usually helpful to have a rep- 
resentative of the local high school 
as a representative, for example, 
because of the interest in recruit- 
ment, and civic leaders because of 
the importance of interpreting the 
goals and aims of the school to the 
general public. 

The responsibility of the com- 
mittee is defined in the term “ad- 
visory.”’ The major purpose should 
be consideration of policies which 
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are to be referred to the board of 
trustees rather than administrative 
matters concerned with the actual 
conduct of the educational pro- 
gram. The committee is also ex- 
tremely helpful in interpreting the 
needs and problems of the school 
of nursing to the board of trustees. 

The hospital administrator and 


the director of the school of nurs- 
ing are ex officio members of the 
committee. It would be my rec- 
ommendation that the director of 
the school of nursing serve as sec- 
retary of the committee and be 
responsible for preparing the 
agenda with the chairman. 

The frequency of meetings is 


Suit the therapy to the — 
remember this topical trio for personalized treatment 
@ each stops itch and inflammation quickly 


® each instantly restores and maintains the normal 
protective acid pH of the external auditory canal 


constant pH... 
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steroid for topical use. 


ManTLe® 
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Most universally employed anti-inflammatory 
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The Original Modernized Burow’s Solution 


convenient wet dressings stay moist longer... maintain 
speed healing ...reduce inflammation. 


Tablets in containers of 
12, 100, 500, 1000. 
Powder Packets in 
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maximum steroid benefits at lower dosage —lower cost 


14% hydrocortisone in exclusive Actp 
Mant e vehicle “is about as effective as 
1% in most conditions treated.” 

14%, 1% or 2% hydrocortisone free aleo- 
hol in water-miscible Actp Man vehicle. 
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cial soft plastic ear-applicator. 
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highly individual. Generally, four 
meetings a year are sufficient for 
it is better to have a well-planned 
meeting than frequent meetings 
without enough to interest the 
committee members.—ELEANOR C. 
LAMBERTSEN, R.N., Ed.D. 


Auxiliary historian 


Does the Association have a publica- 
tion which outlines the responsibilities 
of a hospital auxiliary historian? 


We do not have any specific 
printed material on this subject. 


However, I would suggest that the 
duties of a historian should include 
maintaining a permanent file of the 
following material: 


All publications prepared by the 


auxiliary. 

News clippings relating to the 
auxiliary’s service to the hospital. 

Up-to-date biographical materi- 
al of officers and chairmen of the 
auxiliary. 

Minutes of auxiliary and auxil- 
iary board meetings, and yearly 
reports of committee chairmen and 
officers. 
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Prolonged research produced EXPEND-TEX, the disposable latex 
surgeons’ glove that is dramatically new and exciting. 


Soft-touch finger tips on new EXPEND-TEX gloves are 30° thinner 


than average latex gloves .. . ideal for delicate surgery as well 


as for the general surgeon. 


Get all these advantages: 

@ Snug-fit, flat wrists prevent 
annoying roll-down 

@ White or brown latex 


@ Envelope of Bio-Sorb with each pair 
@ Autoclave tape indicates when sterilized 


@ Save labor cost on laundry, sorting, 
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@ Low cost — truly disposable 


Write for literature, free sample 


Packaged ready for sterilization according to approved 
hospital techniques, in a convenient peel-back outer 
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In addition, the historian should 
maintain a permanent record of 
the following: 

Any honors accorded the aux- 
iliary by the hospital or by any 
other organization. 

Landmarks in the progress of 
the auxiliary, such as the opening 
of a new coffee shop. 

Nonrecurring special programs 
and projects, for example the aux- 
iliary’s contribution to a centen- 
nial celebration of the hospital. 

In other words, the historian 
would maintain permanent files 
and records of any material which 
would allow someone to prepare a 
complete history of the auxiliary 
and its progress at any time. 

—PATRICIA SUSSMAN 


Protection from burns 


What methods are recommended to 
protect patients from burns from hot 
water taps? 


The ideal solution to this prob- 
lem, would be to keep the tem- 
perature of the water low enough 
to prevent patients from receiving 
a bad burn if the hot water touches 
their hands or body. However, this 
is not always possible. 

It is a good safety practice to 
insulate any exposed hot water 
pipes. You may also wish to in- 
sulate the hot water taps or fau- 
cets. 

The following two articles may 
be of help to you: 

Hot Water Safety in Mental Hos- 
pitals, Goshen and Rich, Mental 
Hospitals, June 1959. 

Safety for our Senior Citizens, 
National Safety News, August 
1958.—G. A. WEIDEMIER 


Used hospital equipment 
We will soon be in the market for 
hospital equipment and wonder if we 


could locate used equipment through 
the American Hospital Association. 


The American Hospital Associa- 
tion does not maintain a list of 
available used equipment. 

Several state hospital associa- 
tions and metropolitan hospital 
councils provide this service for 
their members. I would suggest 
that you contact one of these 
groups in your area. 

—JacK D. DILLMAN 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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Wherever 
salicylate therapy 
is warranted 


BUFFERIN 


brings fast relief and avoids upset stomach 


1000 TABLETS 
FOR HOSPITAL US 
e reduces patients’ complaints 


e saves time for nurses and aides BUFFERIN 
e improves hospital efficiency and economy NTACID ANAIGt 


e offers exclusive hospital size Bufferin 1000's 


Bristol-Myers Company, 630 Fifth Avenue, New York 20, N. Y. 
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This forty-four page manual discusses the inci- 
dence, causes and prevention of hospital infections, 
with a particular emphasis :on the staphylococcus 
problem. 

Free copies are available by writing to the Hos- 
pital Divison of Johnson & Johnson, New Bruns- 
wick, New Jersey. 
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THIS SYMBOL IS YOUR 


Paper used in the packaging of Johnson & 
Johnson's Patient-Ready sterile dressings under- 
goes a series of exacting physical and biological 
tests to better assure sterility in the finished 
product. The paper used is a uniform sheet free 


of microscopic openings. 


Paper packages used for Johnson & Johnson's 
Patient-Ready dressings are sealed by an exclu- 
sive process that actually welds paper together, 
preventing microorganisms from entering the 
package in storage...a process developed 
through our own research. 


The sterilizers used by Johnson & Johnson that 
assure the sterilization of all of our sterile dress- 
ings are equipped with heat recording thermo- 
couples that test temperatures throughout the 
interior of the autoclave, including the actual 


package and dressing. 


A sterility test is performed on each “‘sterilizing 
lot’’ of Johnson & Johnson's Patient-Ready ster- 
ile dressings to assure the absence of positive 
cultures before the product is released for 
distribution. 


GUARANTEE OF STERILITY 


Patient-Ready dressings afford the Hospital staff 
one more tool to reduce the chain of cross-infection 
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ghinions and ideas 


Medical staff activities 
in a smaller hospital 


Although Hanna Municipal Hos- 
pital in Hanna, Alta., Canada, is a 
smaller hospital of 60 beds and 
has limited funds, the hospital has 
found several effective, yet eco- 
nomical means of helping its five- 
member medical staff improve pa- 
tient care and keep abreast of 
scientific progress. D. M. Coolidge 
is administrator of the hospital. 

In the November 1959 issue of 
Canadian Hospital, it was re- 
ported that luncheon meetings for 
the medical staff are held once 
each month at noon in the hospi- 
tal’s cafeteria. Since this practice 
was adopted, the hospital reports, 
the medical staff has recognized 
the value of organization with the 
result that many committees have 
been formed and have started to 


function. For example, the medical 
records committee recommended 
the addition of a medical record 
librarian to the staff and the in- 
stallation of dictating equipment 
and desks in the physician’s quar- 
ters. The committee’s suggestions 
were adopted and medical records 
have greatly improved. 

Hanna Municipal Hospital sub- 
scribes to a biweekly recorded tape 
service to help staff physicians 
keep abreast of scientific advances. 
These tapes provide a wide selec- 
tion of current medical subjects, 
articles and recent papers given by 
medical men who conduct research 
and are specialists in the medical 
field. The medical staff meets twice 
each month in the physician’s room 
for the digest tape sessions. The 
tapes run 30 minutes for each side; 
clinical discussions follow the lis- 
tening periods. 


They say 
“‘A penny saved 


But a Diack used 
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is a penny earned. 


is safety learned.”’ 


Go back to the first principles of cleanliness and sterility and 
you will control the staph problem. 


SMITH & UNDERWOOD, Royal Oak, Michigan 
Sole manufacturers of Diack Controls and Inform Controls 


1909 


The digest tape service provides 
an index of the subject matter in 
each tape. This index, bound in a 
hard-backed folder for quick ref- 
erence, has been added to the hos- 
pital’s medical reference library. ® 


Sponge rubber rings 
hold trays in place 


Eating from a tray on the lap 
can be a difficult task for patients 


who can only lie on one side and 
for double amputees who are 
learning to sit up. Squirming chil- 
dren, too, often find it hard to keep 
the tray from skidding. 

F. Ellen Wood Langston, R.N., 
of Laconia, N. H., believes that she 
has found an answer to the prob- 
lem for hospitals where overbed 
tables are not used. Oval, sponge 
rubber rings, flat on one side and 
rounded on the other, are used to 
prevent the trays from slipping. 

Mrs. Langston is a staff nurse at 
Massachusetts General Hospital, 
Boston. 

In reporting the technique in 
the November 1959 issue of the 
American Journal of Nursing, Mrs. 
Langston said the flat surface of 
the ring on which the tray is placed 
should have small circular inden- 
tations to provide suction. The 
rounded side adapts to the pa- 
tient’s lap, cast or chest. 

The ring can be as thick as 
necessary to raise the tray to the 
desired height. The patient, more- 
over, will not experience any 
discomfort, Mrs. Langston says, 
because the material is soft. bd 
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comforting, beneficial — so easy to apply ! 


AREN MASSAGE LOTION 


You know this massage lotion is good for your patients ! 
Because Aren with hexachlorophene soothes and refreshes 
as it reduces and cé@ntrols bacterial flora of the skin. 

Aren Lotion isA chemically pure formula with a 
soft, creamy texture. It has special penetrating and 
cooling effects so comforting to patients .. . alleviates 
chapping, sheet burns, prickly heat. Smells good, too 
— mild fragrance is pleasing to men and women. 


And, it’s so easy to apply! An unbreakable, 
squeeze-type bottle dispenses just the right amount 
for effective back and body rubs. 


Aren Massage Lotion is available in stock 
printed bottles or personalized with your hospital 
name and picture. Write for complete information 
— or talk to your Will Ross, Inc. representative. 


WILL 
ROSS, 
INC. 


General Offices: Milwaukee 12, Wis. 
Atlante, Go. « Baltimore, Md. 
Cohoes, N.Y Dallas, Texas 
Minneapolis, Minn. « Ozork, Ala. 
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PRODUCTS YOU CAN TRUST FROM PEOPLE YOU KNOW 


FEBRUARY |, 1960, VOL. 34 


25 


? 
a 
| 
| 
| 
x 
4 
> 
“a2 
4 
ts 
< a 
a 


~ 


~ 


4 


every hospital area ...and the widest, most complete selec- 


First from American 


New ideas, 
new products 
central 


supply... 


through one service expert! 


American representatives understand central supply 
needs. They offer valuable experience and expert counsel in 


tion of products and services in the field. You can rely on 


American's reputation for quality and for prompt, depend- of ad 
able delivery. Your man from American is dedicated to American Representative -~ oo 
your hospital’s best interests . . . call him with confidence. in our Columbus Region. . 


The First Name 
an Hospital Supplies | 


2020 RIDGE AVE., EVANSTON, ILLINOIS _ Regional Offices: Atlanta - Boston « Chicago « Columbus 
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Recently we wrote to approximately 1100 doc- 

rs. We enclosed a letter, questionnaire and an 
offer of a sample pair of Supp-hose. Of the 350 
doctors responding, 335 of them indicated they 
were recommending Supp-hose to their patients. 
This is just one phase of the growing popularity 
of Supp-hose. From every part of the country 
comes news of more and more women who find 
that Supp-hose give them the fashionable look 
they want...and at the same time ease tired legs! 


MANY WOMEN COMPLAIN ABOUT TIRED LEGS 


As you know, expectant mothers, housewives, 
and working women all complain about discom- 


Supp- 


the sheer all-nylon stocking that eases tired legs 


IN A RECENT QUESTIONNAIRE: 


335 OUT 
REPORTING 
SAID THEY 
RECOMMENDED 
THEIR 


& 


> 


fort of the extremities. Where heavy surgical 
stockings are not prescribed, Supp-hose are 
excellent for gentle support all day long. And 
remember : Supp-hose contain no rubber. Every 
stitch is fine nylon with a special twist that pro- 
vides an elastic quality. 


A VERY ECONOMICAL STOCKING! 
Patented Supp-hose stockings cost a woman just 
one-third what she usually pays for heavier 
surgical stockings. And wear tests indicate 
Supp-hose should give many times the wear of 
ordinary nylons. Supp-hose are available in “a 
portioned sizes in beige, naturalana § 
white. At drug & department stores. ei PAIR 


Kayser-Roth Hosiery Company, Inc. Ke Division of Kayser-Roth Corporation, 200 Madison Ave., N. Y. 16, N. Y. + U. S. Pat. #2,841,971 
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With “Scotch” Brand Autoclave Tape 
only your autociave machine can 
make these markings appear! 


“SCOTCH” BRAND HOSPITAL AUTOCLAVE UNMISTAKABLE MARKINGS appear only after 
TAPE NO. 222 sticks at a finger touch, seals linen or this tape has been subjected to correct levels of heat 
paper packs surely. It's faster than pins or string and and moisture found in autoclave. No danger of these 
you can write on this tape with pencil or ink. Peels off markings being accidentally activated by radiator 
clean without leaving sticky residue. heat, sunlight, a dry air pocket in a faulty autoclave. 


Nothing on the outside of a bundle, of course, can guarantee sterility of the contents. 


. 


= 
=) 
SCOTCH 's @ register Stsademark of 3M Co. 


WHERE RESEARCH IS THE KEY TO TOMORROW 
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Radiator heat can't do it... “ 
2 
¥ 
Sunlight can't do 


Ps in clinical use for more than 12 years and today the most widely prescribed 
P single topical antibacterial, Furacin—like other nitrofurans—remains effec- 
me. _: tive against pathogens which have developed, or are prone to develop, 

resistance to other antibacterial agents. There has been no evidence that 
originally sensitive strains of staphylococci or other bacteria ‘ose their 

Susceptibility to Furacin in any significant degree. 


> 
Cal 


Soluble Powder, or Solution. Also in Vaginal and 
Urethral Suppositories and in special formulations for eye, ear and nose. 


one of the unique nitrofurens— products of Eston research 
Eaton Laboratories, Norwich, New York 
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editorial notes 


—a ‘friend in court’ 


THE administrator of 
a western hospital was sub- 
poenaed in a case involving an 
alleged hemolytic transfusion re- 
action for which the plaintiff asked 
damages of $135,000. When the 
case went to court, every conceiva- 
ble device was used to convince the 
jury that the hospital should make 
restitution. 

A thorough study of all the facts 
of the case had convinced the ad- 
ministration of the hospital that 
no error or negligence had oc- 
curred. The weight of evidence 
greatly favored the hospital, but 
since juries historically sympathize 
with individuals rather than cor- 
porations regardless of the merits 
of the cases, how could anyone 
anticipate with certainty this jury’s 
action? Its decision would rest to 
a large degree on the personal 
feelings of the jurors, even though 
the judge had admonished them 
to base their finding on the evi- 
dence establishing or disproving 
gross negligence. 

Picture yourself as the admin- 
istrator at this point. What would 
go through your mind as you 
watched the faces of the men and 
women in whose hands the judg- 
ment rested? Would you not ask 
yourself: Just what image of the 
hospital do these people possess? 
Would you not wonder whether 
some previous hospital experience 
had antagonized any of them? 


HOSPITALS 


HE AMERICAN HOSPITAL 


Would you not hope that the jurors 
were well acquainted with the 
many great things the hospital had 
done for the community? 

The “happy ending” to this true 
story has not been written yet, 
because although the jury had re- 
turned a verdict of “not guilty,” 
the case was appealed to the state 
supreme court. Despite the final 
outcome, the moral of this case 
history is: an administrator must 
never be satisfied with the job he 
has done in developing good pub- 
lic relations. Complacence can be 
ruinous. 

An interesting sidelight to this 
case is the administrator’s finding 
that although the judge was not 
misinformed about the hospital, he 
was certainly uninformed. One 
ever continuing task of every hos- 
pital administrator, therefore, must 
be the maintenance of a vigorous 
public relations program to inform 
everybody—employees, profession- 
al staff, volunteers, patients and 
public—about the hospital. 

One effective channel of com- 
munication with the hospital’s 
public is an enthusiastic and well 
informed auxiliary. No one can 
do more for the hospital than these 
dedicated and devoted people. If 
they are convinced of the hospi- 
tal’s high standard of care, they 
can be its greatest good will am- 
bassadors. 

For this reason, the Board of 
Trustees of the American Hospital 


Association endorsed the proposal 
of the Council on Auxiliaries to 
conduct a “person-to-person” cam- 
paign to tell the hospital story. 
Hospital administrators are being 
told that they bear the primary 
responsibility for this campaign. 
They should give their auxiliaries 
proof of their wholehearted sup- 
port of the program. 

If your hospital has an active 
public relations program, have 
you asked yourself recently: Just 
how close am I to the auxiliaries 
and volunteers? Do I take these 
groups for granted? Have I really 
given them the facts about hospital 
operating costs? Have I told them 
about long-range plans for the fu- 
ture? Have I been a member of 
the team, gladly assisting them in 
their service to the hospital and 
the community? 

As these gracious ladies travel 
in their various circles, they can 
adroitly make reference to the rich 
satisfaction they enjoy each week 
as they join other auxilians at the 
hospital. Perhaps they can develop 
movies or slide-sound films. Cer- 
tainly they can act as guides when 
civic clubs tour the hospital. Vol- 
unteers can be wonderful hostesses. 
Perhaps they can schedule a noon- 
time tour for some business or- 
ganization, followed by a luncheon 
after the hospital cafeteria has 
quieted down. With all the cre- 
ativity and initiative your volun- 
teers have, they need your direc- 
tion, your love, your support, your 
enthusiasm, yes, your association. 

People will begin to talk about 
the high quality of hospital serv- 
ices rather than the high cost. 
Loyal citizens supporting their 
hospital will impart a _ certain 
measure of peace of mind to the 
administrator if his hospital ever 
faces a day in court. The best way 
for the hospital “to have a friend 
in court” is to have friends in the 
community.—CLARENCE E. WON- 
NACOTT, administrator, Latter-day 
Saints Hospital, Salt Lake City. 
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weakest link 


_ AN EFFORT to meet varied 
responsibilities and demands of 
modern medicine and nursing, our 
hospitals have become departmen- 
talized and subdivided within 
buildings with particular attention 
given to the organization and ad- 
ministration of the various facili- 
ties. Yet, in spite of all this 
experience, effort and planning, 
hospitals generally have ap- 
proached the problem of the ex- 
panding demand for emergency 
facilities with caution and, fre- 
quently, with apprehension. At the 
same time, some people assert that 
the weakest link in the chain of 
hospital care in most hospitals in 
this country is the emergency 
room care of the injured. 


EMERGENCY ROOMS: ‘WEAKEST LINK’ 


This statement should stimulate 
hospital administrators, nurses and 
the general public. For, indeed, we 
all recognize that it is tragic that 
we should be charged with having 


Ernest C. Shortliffe, M.D., is associate 
executive director of Hartford Hospital, 
H ord, Conn. 


32 


EMERGENCY 


by ERNEST C. SHORTLIFFE, M.D. 


Because the emergency room pa- 
tient load has increased 400 per cent 
since 1940, more attention must be 
given to the organization and manage- 
ment of emergency rooms, the author 
declares. For most effective operation, 
he suggests a standing committee to 
formulate a broad declaration of polli- 
cy on emergency room functions and 
use limitations, and to advise on 
physical plant needs and the selection 
and training of personnel. 


this “weakest link” in a chain de- 
voted to the care of the sick and 
injured. In late years, we have 
broadened our horizons to consider 
the problems of the aged and 
chronically ill, and have considered 
organizing our facilities on the 
basis of the degree and intensity 
of the illness. We have concen- 
trated upon the problems of rising 
costs of operation. Yet, according 
to some, we have overlooked the 
need for careful and frequent re- 
view of the standard of care being 
offered in our own emergency de- 
partments. 

Accidents now constitute the 


in hospital care? 


fourth cause for death in the 
United States and are the leading 
cause of death among all persons 
between the ages of one year and 
36 years. Quite apart from this 
fact, however, there is a practical 
reason for a review of our own 
emergency rooms. Surveys have 
established that from 1940 to 1955 
the emergency room load in hos- 
pitals increased by approximately 
400 per cent.* The administrative 
implications of this become ap- 
parent when we realize that 63 per 
cent of these hospitals report they 
have undertaken emergency room 
changes within the past two years 
and that a further 22 per cent of 
the hospitals are contemplating 
changes.* Obviously then, the ad- 
ministrators of the hospitals and 
their medical and surgical staffs 
are becoming aware of difficulties 
in managing the emergency room 
patient load. 

We are no exception at Hart- 


*E. C. Shortliffe, M.D., T. S. Hamilton, 
M.D., and E. H. Noroian. “The Emergency 
Room and the Changing Pattern of Medi- 
cal Care”. New England Journal of Medi- 
cine 258:20 Jan. 2, 1958. 
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ford Hospital. A survey in 1954 
showed that our patient load had 
risen from 3000 in 1944 to 18,000 
in 1954.* (The figure for last 
year was 23,000* and for our cur- 
rent fiscal year will probably ap- 
proach 26,000). Of perhaps even 
greater significance is the fact that 
much of the patient load in the 
emergency department is made up 
of people suffering from a multi- 
tude of conditions which require 
medical analysis and judgment. In 
our own institution, 22 per cent of 
patients entering the emergency 
room require the attentions of our 
medical service. Some 45 per cent 
require the care of general sur- 
geons and 21 per cent involve or- 
thopedics. Even an occasional ob- 
stetrical case will find its way to 
the emergency room; when it does, 
as a general rule the labor is pre- 
cipitated and so is utter confusion. 


EFFICIENT SERVICE—-GOOD WILL 

It seems evident that almost 
any kind of patient may appear 
in the emergency room. These pa- 
tients will probably appear in ever 
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increasing numbers. Regardless of 
who the patient is or what his 
disease may be, he will expect to 
be handled properly and efficient- 
ly. His lasting impressions of both 
the emergency room and the hos- 
pital will depend upon how well 
he—in his own eyes—has been 
cared for. Not only will inadequate 
emergency facilities imperil the 
lives of patients, but no other sin- 
gle service, if poorly run, will do 
more to alienate public support 
and good will. 

It is almost a cliché today for 
administrators to remind their 
fellows that joint action on most 
major administrative problems is 
advisable. If this were not true in 
any other part of the hospital, it 
would remain true in the emer- 
gency room organization. The 
emergency department should op- 
erate under a standing joint com- 
mittee of the medical staff, nursing 
service and administration. This is 
the plan that we effected at Hart- 
ford Hospital five years ago. We 
could not have effectively handled 
our recent patient load unless this 


organization or some reasonable 
facsimile had been in existence. 
The joint committee has represen- 
tation from the departments of 
surgery, medicine, orthopedics, ra- 
diology and neurosurgery and from 
nursing service and administra- 
tion. Under our bylaws, the chair- 
man of the emergency room com- 
mittee must be the chairman of the 
department of surgery. 


DELINEATING LINES OF AUTHORITY 


It is important in the organiza- 
tion of the emergency room to 
delineate administrative and clini- 
cal lines of authority carefully. It 
is also important that the admin- 
istrative representative on the 
emergency room committee be rec- 
ognized by all as having ultimate 
administrative authority in the 
emergency room. This calls for 
some degree of flexibility on the 
part of nursing service; it also re- 
quires a clear understanding be- 
tween nursing service and admin- 
istrative representatives on the 
emergency room committee as to 
the necessity for close liaison on 
all matters. 

It seems obvious that, as is the 
case with all other clinical facili- 
ties, the emergency rcom cannot 
operate without the enthusiastic 
cooperation of everyone. In the 
emergency room, where decisions 
must be made quickly and strict 
adherence to written policy is fre- 
quently not possible, the joint 
committee principle will function 
more efficiently if the head of the 
group is trained to accept the re- 
sponsibility for quick decisions. 
This responsibility falls most log- 
ically to the chairman of the de- 
partment of surgery and the mem- 
bers of his department. 

As the occasion demands, rep- 
resentatives from other clinical or 
administrative departments can be 
added to the basic group con- 
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stituting the emergency room com- 
mittee. The chief engineer, the fire 
marshall, representatives from the 
local and state police organiza- 
tions, as well as the regional Civil 
Defense Authority, may be called 
on many occasions to consult with 
the emergency room committee on 
mutual problems. 

From the beginning, the emer- 
gency room committee should be 
charged with formulating a broad 
declaration of policy. The organi- 
zation of the emergency room can 
then be approached with a clear 
conception of what its functions 
will be. Some thought must be 
given to other available community 
emergency facilities, to the demon- 
strated practices of the police de- 
partment in handling accident 
cases, to trends in the public’s use 
of the emergency room as a quick 
source of medical care for condi- 
tions not basically emergencies, 


~ and to the accepted practice of the 


medical profession in such matters 
as ready acceptance of night calls. 
The committee must decide such 
questions as what hours are to be 
covered by the emergency room, 
what type of cases will be received 
there, what aftercare will be given, 
if any, and what steps will be taken 
to limit the use of the emergency 
room as a source of medical care 
in competition with the physician 
practicing in the community. 


LIMITING EMERGENCY ROOM USE 


This last question points the way 


to a major policy decision. It is 


difficult to reach a decision on 
limiting emergency room use with- 
out arousing the antagonism of 
some sections of the profession on 
the one hand and the general pub- 
lic on the other. From the hos- 
pital’s point of view, the difficulty 
is that it certainly is the hospital’s 
function to care for the sick and 


injured. This applies regardless of 


the circumstances which bring the 
patient to the door. The hospital’s 
obligation to the community can- 
not be fulfilled by a casual referral 
of the patient to some private 


_ physician. The entire picture is 


further complicated by the fact 
that, as the chart of rising patient 
load would indicate, an increasing 
segment of the public looks to the 


- hospital in time of need. Many of 


these people come directly to the 
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emergency room without ever hav- 
ing attempted to contact a private 
physician. 

The problem is still further com- 
plicated by the fact that physi- 
cians have been referring patients 
to the emergency room for care 
when unable to provide it.them- 
selves. This use of the hospital as 
an alternative to another practi- 
tioner effectively puts the hospital 
before the patient as an alter- 
native to the physician himself. 
Whatever may be the thinking be- 
hind the referral, it is not difficult 
to see that this particular use of 
the emergency room has made it 
loom large in the mind of the pub- 
lic as a haven for the sick. 

Basically, it is the responsibility 
of the hospital and its medical staff 
to operate the emergency room and 
to recognize that the needs of the 
patient come before all other con- 
siderations. The patient who does 
not wish to wait for the arrival of 
a private physician should be given 
the opportunity to accept care 
from the emergency room staff. 

On the other hand, there are 
limits beyond which the hospital 
cannot go in providing medical 
care either from the house staff or 
some attending physician on call. 
As much as it may be desirable 
and inevitable for the hospital to 
become the “community health 
center”, an eye must be kept on 
the fact that the vast majority of 
illness can be better and more 
economically treated in the phy- 
sician’s office and in the home and 
rightfully belongs in one or the 
other of these places. For real 
control with the maximum benefit 
to all patients, the principle must 
be accepted that every patient 
coming to the emergency room is 
to be seen by a physician mem- 
ber of the emergency room staff 
whether that physician be on the 
house staff or be in practice and 
assigned to the emergency room 
by the attending staff. Prompt as- 
sessment of clinical problems, 
courteous treatment of patients of 
all categories, and quick, free and 
willing communication between 
the house staff and private phy- 
sicians will assure the patient of 
the highest possible level of care; 
these will also enhance the clini- 
cal experience and training of 
every intern assigned to the emer- 
gency department. 


While it is important that every 
patient should leave the emer- 
gency room feeling that he has 
been well and competently han- 
dled with due consideration for his 


own personality and individuality, 


public relations should not lead 
the emergency room into imperil- 
ing its function. Indeed, good pub- 
lic relations can never do this. 
Honesty is necessary at all times 
and must, on occasion, be accom- 
panied by gentle firmness in re- 
jecting the patient or controlling 
his overdemonstrative relatives. 
One should be guided by the rule 
that the best public relations in 
the hospital is a good standard of 
medical and nursing care. When 
one must choose between a happy 
patient and a well patient or, 
what is more common, between a 
well patient and a happy relative, 
one must admit failure in public 
relations for the moment and take 
care of the medical problems. 


PHYSICAL FACILITIES 


This paper has emphasized the 
necessity for an authoritative posi- 
tion for the advisory emergency 
room committee and the impor- 
tance of the committee’s deter- 
mination of general policy. But 
one should not overlook the com- 
mittee’s importance in advising 
administration on the physical 
plant needed for the emergency 
department. Generally speaking, 
the committee will find itself thor- 
oughly convinced of the desirabili- 
ty of a ground floor location or, 
at least, a location that can be 
reached without resorting to the 
use of elevators. Stairs should be 
replaced by ramps leading from 
the ambulance area directly into 
the emergency department. The 
ambulance area should have con- 
veniently approached loading fa- 
cilities capable of accommodating 
at least two ambulances at a time. 
Other necessary facilities include 
strategically placed telephones, 
outside markings clearly lighted 
at night, space for automobiles, 
adequate storage space for stretch- 
ers and wheel chairs and emergen- 
cy room doors wide enough to 
accommodate stretchers and 
wheel chairs. One leading authori- 
ty has even been bold enough to 
assert that the carrying distance 
to the examining table should be 

(Continued on page 107) 
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én IS THE case history of a 
convalescent and rehabilitation 
hospital, the concept of which 
originated more than a decade ago 
in the mind of Eugene duPont. 
Actively interested in the welfare 
of convalescent patients, he pre- 
sented his idea, an offer of the 
space needed, and the means for 
construction of adequate facilities 
to the directors of the Memorial 


Charles E. Vadakin, F.A.C.H.A., is man- 
aging director of the Memorial Hospital 
and the Eugene duPont Memorial Hospital. 
Mrs. Grace J.. Little, R.N., M.A.C.H.A., is 
administrator of the Eugene duPont Me- 
morial Hospital. 


HANDMADE bricks and tile roofing contribute 
to the Georgian atmosphere of the Eugene 
duPont Memorial Hospital, located outside 
Wilmington, Del. The hospital combines re- 
habilitation services with convalescent care. 
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COSTS TO PATIENTS 
ARE LOWER IN THIS 
CONVALESCENT/REHABILITATION UNIT 


by CHARLES E. VADAKIN and MRS. GRACE L. LITTLE, R.N. 


In litth more than 10 years, the 
hospital in this ease history developed 
from an idea into a completed 60-bed 
hospital for convalescent care and re- 
habilitation. The author discusses the 
program and physical facilities of this 
hospital, and describes its benefits in 
patient-day costs. 


Hospital, Wilmington, Del. The 


building, completed less than two 
years later, is now operated as an 
adjunct to the general hospital. 
The first patients for the con- 
valescent hospital, 


called the 


Eugene duPont Memoria! Hospital, 
were admitted on Sept. 9, 1955. 
The 60-bed hospital is situated on 
10 landscaped acres just outside 
the city of Wilmington. A wide 
variety of modern conveniences 
are designed to make patients com- 
fortable during their stay and to 
speed recovery. Modern construc- 
tion materials offer 20th century 
serviceability while giving the 
building an 18th century appear- 
ance and a Georgian atmosphere. 
Tile roofing imitates the old wooden 
shingles of the earlier era and, to 


a 


a 


conform, the exterior bricks are 


handmade. 


HOSPITAL LAYOUT 


On the first floor, patients may 
relax in the oak-paneled library, 
living room, television room, music 
room or day room. A terrace in 
the rear of the building provides 
pleasant surroundings in good 
weather; it overlooks a wooded area 
dotted with paths and benches. 
The doors leading to the terrace 
are electronically controlled to 
provide easy access for wheel 
chair patients. Meals are served 
in the main dining room. They are 
prepared at Memorial Hospital’s 
central kitchen and are kept hot 
or cold for as long as two hours by 
means of the thermal-pack system. 
This assures that the food will 
reach the patients in proper con- 
dition. Other facilities on the first 


floor include the hospitality shop 


operated by the women’s auxiliary, 
three offices, a doctors’ lounge, 
doctors’ conference room, staff 
dining room, and serving kitchen 
with dishwashing room. 

The patients live on the second 
floor, where there are 20 single 
rooms and 6 double rooms, and 
on the third floor, where there 
are 4 four-bed rooms, 2 three-bed 
rooms, 2 two-bed rooms and 2 
single rooms. Each patient room 
is equipped with bathroom facili- 
ties and adequate closet space. 
Both patient floors have nurses’ 
stations, auxiliary kitchens, utility 
rooms and lavatories. The third 


_ floor is equipped with a treatment 


room and space for a small lab- 
oratory. 


TREATMENT FACILITIES 


Important to the hospital’s pro- 
gram are the physical therapy, oc- 
cupational therapy and activities- 
of-daily-living treatments. These 
are given in the specially equipped 
rooms in the basement. Also on this 
level are located a research labora- 
tory and patients’ laundry, where 
automatic washers and driers are 
available for those who wish to 
use them. The spiritual needs of 
all patients, regardless of faith, 


ean be fulfilled in an attractively 


designed chapel with a seating ca- 
pacity of 40 persons. 

A dual system of heating and air 
conditioning with individual con- 


trols in each room insures maxim 


mum patient comfort throughout 
the year. Special acoustical ceilings 
muffle sound and tiled stairways 
make maintenance easy. Patient 
rooms contain built-in night lights 
and outlets for television or radio; 
each floor has ample cooled drink- 
ing fountains. There are two auto- 
matic self-service passenger eleva- 
tors, one freight elevator, and the 
latest fire protection facilities. 
Patients are admitted from any 
hospital or from home through 
application from their personal 
physicians to the medical director 
of the hospital. The latter is a 
specialist in physical medicine and 
rehabilitation and must give ap- 
proval that all patients are truly 
convalescent or can be helped 
through rehabilitation treatments 


before they are accepted. Extreme 
care is taken to avoid admitting 
nursing home patients, which would 
defeat the purpose of the hospital. 
At the same time, the placement of 
a convalescent patient releases a 
general hospital bed for a patient 
in need of greater hospital care. 


PATIENT-DAY COSTS 


Admissions have averaged 282 
and patient days 17,723 per year 
over the past three years. Since 
occupancy is generally 90 per cent 
or higher, we are now consider- 
ing possible expansion. Patient-day 
costs averaged $19.36 during the 
first nine months of the 1958-1959 
fiscal period and include operating 
expenses (see table). 


OPERATING EXPENSES 
JULY 1, 1958—MARCH 31, 1959 
EUGENE DUPONT MEMORIAL HOSPITAL 


Nursing service $ 58,814.35 
Physical therapy 18,040.39 
Occupational therapy 12,845.46 
Activities-of-daily-living 3,756.94 
Memorial Hospital charges* 12,505.39 
$105,962.53 

Per patient day $7.38 
Dietary $ 70,858.89 
House and property 56,697.74 
Administrative 44,403.77 
$171,960.40 

Per patient day $11.98 
Total Operating Expenses $277,922.93 
Per patient day $19.36 


*Administrative functions performed by 
the Memorial Hospital. 


These costs are considerably low- 
er than those of the general hos- 


FACILITIES for physical and occupational therapy 
are located in the basement of this 60-patient 
rehabilitation hospital. There is also a small 
treatment room on the third floor of the building. 
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(BELOW) A teen-age patient is instructed 
in the use of braces and crutches by 
the medical director of duPont Memorial 


(RIGHT) Patients find a quiet haven for 
reading in the library at duPont Memorial 
Hospital. Other types of recreation are 
available in the day room, television 
room, and music room of the hospital. 


Hospital. 


pital. Endowments which provide 
for lower room rates reduce the 
financial burden on patients still 
further. The ratio of employees per 
patient is well below the average 
for general hospitals. 
Rehabilitation patients usually 
fill one-third of the beds. Disa- 
bilities served include amputation, 
arthritis, lower back syndrome, 
burn scars, cerebral palsy, cerebral 
vascular accident, congenital disa- 
bility, hearing impairment, mul- 
tiple sclerosis, muscular dystrophy, 
spinal cord injury, poliomyelitis, 
peripheral nerve damage, trauma- 
tic injuries and aphasia. Male or 
female patients are accepted from 
all age, racial or religious groups 
without residence requirements; 
however, smaller children are 
usually treated in other nearby 
facilities. Charges consider the pa- 
tients’ ability to pay; this ability 
is determined on the same bases 
used by the general hospital. 
Services offered by our 60 em- 


ployees include physical and oc- 
cupational therapy, activities-of- 
daily-living therapy, speech and 
psychological therapy, training of 
parents in therapy, and aid in 
securing braces or appliances. Vo- 
cational guidance and prevocation- 
al exploration have already helped 
many apparently hopeless cases to 
start back on useful lives. . 
During 1958, totals of 8607 physi- 
cal therapy treatments, 3651 oc- 
cupational therapy treatments and 
1117 activities-of-daily-living 
treatments were given by six thera- 
pists. We felt a real sense of 
achievement when a teen- 
ager who had suffered a broken 
neck and complete paralysis below 
the neck was discharged, walking 
on crutches and fully able to take 
care of himself with a job, after 
nine months of treatment. This was 
not an isolated case; it was but 
one of many instances of real help 
being given through a dedicated 
rehabilitation program. . 


RECREATION facilities, offices and dining areas 
comprise the first floor of the hospital. Wheel 


patients can easily reach the  ter- 
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CRITERIC 


IN FOR DESIGNING PERSONNEL 


ONSCIOUSNESS of the existence 
CC and desirability of modern 
management concepts and tech- 
niques frequently results in an at- 
tempt to impose an industrial or 
big hospital system on a small 
hospital. Such attempts often are 
abandoned after a short time 
because of the high cost of in- 
stallation of the system or the 
impracticability of keeping it in 
operation. These results are almost 
always due to the lack of available 
personnel time to set up the sys- 
tem properly and to keep it going. 


"WHAT ARE WE TRYING TO DO?’ 


Imposing a big hospital system 
on a small hospital has one fun- 
damental fault; it is too frequently 
an attempt to find a solution to a 
problem before what the problem 
really is has been clearly deter- 
mined. It is an attempt to answer 
the question, “How should we do 
this?” before answering clearly 
the question, “What are we trying 
to do?” 

Not too many years ago per- 
sonnel management as a specific, 
organized and systematic function 
of hospital administration existed 
in very few hospitals and in prac- 
tically none of the smaller ones. 
In recent years, two factors have 
demonstrated the necessity for the 
organization of some sort of sys- 
tematic personnel administration 
even in the smallest hospital. 
These are the emergence of the 
modern management concept and, 


Francis R. van Buren is a h ital - 
sultant in Harwich Port, Ma a. Tire Doris 
S. Crowell is controller and part-time 
at the Cape Cod Hospital, 
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Systematic personnel administration 
is vitally needed today in even the 
smallest hospitals, the authors declare. 
They describe the basic principles in- 
volved in developing a well organized 
personnel records system that can meet 
the needs of any hospital, regardless 
of size. 


perhaps even more important, the 
pressure of the chronic shortage of 
certain types of hospital personnel. 

Any well organized system en- 
tails the accumulation, recording 
and preserving of data pertinent 
to the function with which it deals. 
This article deals with basic prin- 
ciples; the specific suggestions of- 
fered for personnel records are ap- 
plicable to any hospital, no matter 
how small. These ideas, of course, 
can be expanded to any extent 
that may be deemed desirable to 
meet the needs of a particular hos- 
pital. 

No system or form of personnel 
records is ideal for all hospitals, 
not even all hospitals of compar- 
able size. It seems quite obvious 
that any system should be tailored 
to meet the particular situation 
and peculiarities of the hospital 
by which it is to be used. 

In approaching the problem of 
the basic principles applicable to 
personnel record forms, we should 
apply the test question, “What are 
we trying to do?” 

We are trying to accumulate and 
record data of essential use in 
dealing with hospital personnel in 
the future as well asthe present. 
Each of the three following basic 
types of data has its own purpose: 

1. The data pertinent to the ac- 


‘What are we trying 


by PRANCIS R. VAN BUREN and MRS. DORIS S. CROWELL 


quiring of individuals to fill posi- 
tions in the organization. 

2. The inservice record; that is, 
the record of the data pertinent to 
the individual employee during the 
course of his or her employment 
in the hospital. 

3. The record of the termination 
of the employment of the indi- 
vidual, and any data pertinent to 
that termination, or available at 
the time of the termination. 


FINDING THE GOOD PROSPECT 


Under the first phase, the ap- 
plication form is essential. At this 
point, again, the test of ‘““What are 
we trying to do?” needs to be ap- 
plied. Basically, the purpose of the 
application forms is to record in- 
formation that will help answer 
the question, “Does this individual 
look like a good prospect for the 
particular position applied for?” 
This is the only purpose, when we 
consider that probably from three 
to four times more individuals ap- 
ply for positions than are actually 
employed. It is a waste of time, 
paper and ink to include data on 
an application form that does not 
bear directly on this purpose, and 
will therefore be completely use- 
less 75 to 80 per cent of the time. 

For example, recording the 
name, address and telephone num- 
ber of the person to be notified in 
case of emergency, the individual’s 
social security number, and wheth- 
er he has or does not have Blue 
Cross, has no bearing whatever on 
deciding if he should be employed. 
These and other items of informa- 
tion are essential if and when the 
individual is employed; they are 
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RECORDS: 


to do?” 


of no value until he is employed. 
Therefore, they have no place on 
the application form. 

It is true that if the data re- 
corded on the application form 
are limited in this way, further 
information will have to be re- 
corded on the employment record 
when an individual is employed. 
However, the disadvantage of a 
second interview will be more 
than offset by not having to record 
a mass of data only useful in that 
20 to 25 per cent of the cases in 
which the applicant actually is 
employed. 

Figure 1 is a sample of an ap- 
plication form that can be recorded 
on a 3 by 5 inch card. It contains 
all information essential for de- 
termining the desirability, or lack 
of it, of the individuals applying 
for employment. It is applicable 
whether the initial screening in- 
terview, of which this form is the 
basic record, is conducted by the 
administrator, a full-time or part- 
time personnel officer, or a depart- 
ment head. 


The most important part of the 
form is the relatively large space 
allotted to “remarks’’. This is the 
crux of the whole form. Here the 
interviewer should record his im- 
pression of the personal and pro- 
fessional attributes of the appli- 
cant, including a definite stated 
opinion as to why the applicant is 
or is not qualified for the position. 

It is obvious that the effective 
use of this form depends on the 
skill and judgment of the inter- 
viewer. However, it is equally true 
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[No. of Years Diploma 
[Grade Completed 
of Years Degree 


Grade or High School 
College 
Business or Technical 


| 


Reference Checked 
Nome Address Date 
Nome 


PREVIOUS EMPLOYERS AND EXPERIENCE 
Name | Address Position | From ° ]Reterence Checked 
| | [Date 
Longest Employment 
REMARKS (Do not write in this space) 
‘awed b 
APPLICATION FORM 

NAME 
(Please Print) Last First Middle Date 
ADDRESS PHONE AGE 
POSITION APPLIED FOR s M w D 
Name of School Attended | Where 


Fig. 1—Application form (front, above; reverse side at top) 


Fig. 2—Reference verification form 


NAME OF HOSPITAL 


Deor Mr. 
First Nome Middle Initial (Maiden Nome) 
has applied for the position of 


ot this hospital and hes given your nome 68 


Would you be so kind as to answer the following questions and return this form in the en- 
closed envelope? 


| have known the above applicant yeors. 


Please check the appropriote terms listed below. 


The applicont’s 
Integrity is High Average Fair 
Neatness is Very Neat Neot Average Fair 
Conscientiousness is High Average Fair Poor 
Intelligence is High Good Average Fair Slow 
The applicant was employed by us os a 
from to 
The applicant's 
his 
Skill in oe position was Excellent Good Average Fair 
Cooperation was Excellent Good Average Fair Poor 
Absenteeism wos High Average Low 
Would you re-employ Yes No 
Would you recommend the applicant for the position applied for? Yes No 
Signed 


39 


: 


~ 


Poets 


To be filled out by Applicant's Physician: 
Mrs. 
| have examined Miss 


Who is applying for the position of 


exception of 


Tests to be completed at the Hospital 
Date Performed 

Chest X-Ray 

Complete Blood Count 

Wasserman or Hinton 


Stool Culture 
(For food handlers) 


PRE-EMPLOYMENT HEALTH EXAMINATION 


ie. Name 


at the Community Hospital, ond | have found no condition that appeors to prevent her 
from performing the duties of the position applied for, with exception or possible 


| have also found no indication of any condition which might represent a hazard to 
the health of patients in the hospital or other employees. 


Signed 


him 


Result of Test 


Fig. 3—Pre-employment physical examination form 


that no form, no matter how com- 
plete and elaborate, is any better 
than the individual responsible for 
filling it out. 

In cases where it is not practical 
for the applicant to have a per- 
sonal interview, the application 
form may be mailed to the appli- 
cant. The form would have to be 
accompanied by a letter asking 
certain key questions pertinent to 
the particular position applied for. 

Two other procedures associated 
with the procurement of personnel 
require some type of form; these 
are the reference verification and 
the pre-employment health exam- 
ination. 

Figure 2 is an example of a 
reference verification form. It has 
the advantage of ease and speed 
of completion, and, to a certain 
extent, insures the checking of the 
reference. However, when possible, 


“a personal or telephone contact is 


more desirable than a letter. Some 
feel that a personal letter written 
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in the light of the information 
secured at the interview is most 
valuable. Since a letter takes con- 
siderable time, it increases the pos- 
sibility that the reference, through 


Fig. 4—Employee record (front) 


an oversight, will not be checked. 
In either case, a stamped return- 
addressed envelope helps to insure 
a reply. 


THE PRE-EMPLOYMENT PHYSICAL 


There is a wide variation in the 
amount of information contained 
in pre-employment physical exam- 
ination forms used by hospitals. 
Figure 3 is a sample form which 
covers minimum requirements 
with reasonable effectiveness and 
involves minimum inconvenience 
for the applicant. It is designed to 
assure, insofar as possible, that 
the applicant has the physical ca- 
pacity to perform the duties of the 
job, and that his health constitutes 
no potential source of danger to 
either patients or other employees. 
This form is minimal. It can be 
the starting point for a continuous 
health record, or if desired, it can 
be redesigned for incorporation in 
a permanent employee health rec- 
ord form. 

It is highly desirable that the 
pre-employment health or physi- 
cal examination record be com- 
pleted before the new employee 
actually starts work. However, be- 
cause of lack of time, in m2ny 
situations this is impractical. In 
many hospitals, new employees 
start to work before their pre- 
employment physical examinations 
are completed. These people are 
told that their employment is con- 
tingent on an acceptable physical 
examination. 

We now come to the inservice 
stage of the personnel record sys- 


EMPLOYEE RECORD 
[No of Dependents 
Surnome First Middie 
ADDRESS TELEPHONE Social See. No | 
ADORESS TELEPHONE 
In Case of Emergency Notify 

Nome Address Tel Relationship 

Nome Address Tel Relationship 

Birth Dote Birthplace 
Pasition | Dore} Starting Satory | Aitowed | [sick Leove 
Pasition ‘| Dote} Starting Sclery} |vocotvon Allowed [Seek Leove Allowed 
Position Dote Starting Satery | [Sick Leove Allowed | | vocation Allowed 

Dote Amount Reason Dote | Amount Reason rom | Te To From To 4 rom To rom 
on 
| =i = ++ == 
SICK TIME ABSENCE 
From To From To From | To | From } To From To | Reason From To Reason 

Dote | }Result | Deve Result 

Date | JResuit| = Result Reason tor Salary Change Code 
| ]Resuit} Result A—-Automatic CCL.—Change of Classification 

M——Merit CS—Change of Salary Scale 
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tem. This phase involves keeping 
a record of data pertaining to the 
individual during the course of his 
hospital employment. Before de- 
ciding what data should be re- 
corded and preserved with refer- 
ence to an individual employee, it 
is necessary to answer again the 
question, “What are we trying to 
do?” To answer this question, we 
must determine what the purpose 
of this record is and how it is to 
be used. 


PURPOSE OF INSERVICE RECORD 


In general, an employee record 
has three purposes: 

1. To record general data about 
the individual that will be quickly 
and easily available for reference 
purposes. Specific data about the 
individual would include: name, 
address, marital status, number of 
dependents, social security number, 
license or nurses’ registry number, 
Blue Cross number, and the per- 
son to be notified in an emergency. 

2. To record information on the 
quantitative and qualitative prog- 
ress of the employee during the 
course of his employment. This 
would include such items as 
changes in salary, job classification 
and promotions. Under this cate- 
gory would also be listed vacation 
time, sick time, leaves of absence, 
health checkups, absences and pe- 
riodic efficiency ratings. 

3. To record certain periodic 
or occasional happenings in the 
course of employment bearing on 
the employee’s relationship to his 
job and to the institution as a 
whole. Under this category would 


be included the various perquisites 
of the particular position held: 
automatic salary increases, when 
due and how much; sick leave, 
how much and when due; vaca- 
tion, how much and when due; 
meals, if any; housing, if any and 
at what rate. 

Figure 4 is an example of an 
employee record card. It can be 
seen that under the first category, 
there is room for one change of 
address and provision for an al- 
ternate person to be notified in 
case of emergency. A coding de- 
vice is included to identify the 
reasons for salary changes, such 
as automatic increases after speci- 
fied periods of time, merit in- 
creases, increases due to changes 
in job classification, and changes 
due to a general change in scale 
either for the position or for the 
hospital as a whole. 

The maintenance of the em- 
ployee record is the most time con- 
suming of all personnel records; a 
possible exception is the payroll 
record which, for the purposes of 
this article, has been considered 
an accounting record rather than a 
personnel record. The employee 
record is not time consuming be- 
cause the form is elaborate or vo- 
luminous, but because, if it is to 
have any real value, it must be 
reviewed frequently. This is nec- 
essary to institute automatic sal- 
ary increases when they are due 
and to determine when the em- 
ployee is due a vacation or a pe- 
riodic health examination. The pe- 
riodic efficiency rating would need 
to be recorded only once a year. 


Fig. 4a—Employee record (reverse side) 


In many instances, the personnel 
records of small hospitals are 
kept by the individual department 
heads. The relatively small num- 
ber of employees in each depart- 
ment should not make the mainte- 
nance of the individual employee 
records burdensome. 


PART THREE: TERMINATION 


The third part of the employee 
record system deals with the ter- 
mination. of employment of the 
individual. The two separate parts 
of this phase have two totally dif- 
ferent purposes. 

The first part deals specifically 
with the reasons for the termina- 
tion and gives a general analysis of 
the record of the particular em- 
ployee. If possible, this part should 
appear on the employee record 
form as indicated on Figure 4. 
This shows the reason for leaving 
and whether the employee is rec- 
ommended for re-employment, if 
he reapplies. All this is definitely 
part of the employee’s record. 

The second type of record is the 
termination interview and is one 
which, too frequently, is neglected. 
It deals with an assay of the gen- 
eral personnel morale of the in- 
stitution as a whole, 

Figure 5 is a suggested sample 
of a form for this purpose. Strictly 
speaking, it is not a part of the 
record of the employee, and should 
not be kept with the rest of the 
data dealing with that individual. 
It may be kept in a loose leaf 
binder by the administrator or 
personnel officer, but it should re- 
main strictly confidential. 

It is essential that this part of 
the severance interview be con- 


EFFICIENCY RATING ducted by someone other than the 


= an obvious function of the person- 

‘Chorecter nel officer, but when there is no 

SEVERANCE RECORD assigned to some qualified person 

Date of Termination who is not necessarily a depart- 

ment head. 

Do you recommend for re-employment in present position? 

Co you recommend for re-employment in some other position or dept? 


RECORD SHOWS TENOR OF MORALE 


This phase of hospital personnel 
records is particularly important. 
Many administrators feel that they 
know their personnel and do not 
need a mechanism for checking on 
the general morale. However, any- 
one with experience in handling 
personnel has occasionally had sur- 
prises—both pleasant and unpleas- 


Dote of Severance interview Signoture of interviewer 
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yes specity ond give reosor 
Remorks 
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Attitude toward the Work of the Hospital 


Attitude toward the organization 


Attitude toward the wage policies 


Attitude toward the vacation policies 


Attitude toword other Personne! Policies 


Impression of the general team work in the Hospitol 


Impression of the general feeling of other employees 


Signoture of interviewer 


Fig. 5—Termination or personnel attitude record 


ant—when he learned of the at- 
titudes of some employees toward 
the work of the institution, the 
personnel policies and _ general 
working conditions. The only em- 
ployee who can feel reasonably 
free to comment on these matters 
is one who is severing his connec- 


tion with the institution, regard- 
less of the reason. 

Whether the personnel records 
are kept by the department heads 
or in some central location, there 
should be a file folder for each 
employee. In this should be kept 
all the records of the type men- 


tioned in this article, unless a 
special visible index card file for 
the employee records is maintained 
for easy reference. Any other data 
or correspondence that bears on 
the individual’s employment should 
also be kept in this folder. 

The foregoing principles and 
ideas can be applied to fit any hos- 
pital of any size. As with any other 
system, the expenditure of a cer- 
tain amount of time is involved. 
The maintenance of the employee 
record requires periodic review or 
else it is worthless. The proper 
completion of the severance inter- 
view form takes a certain amount 
of time, but only sporadically. 

The most time-consuming part 
is in planning and organizing the 
system to fit the needs of the par- 
ticular hospital. Any qualified per- 
son who can concentrate on this 
as a single uninterrupted project 
can complete an employee record 
system and have it in operation 
in a very few days. On the other 
hand, the administrative staff of 
the hospital, by fitting it into their 
other daily duties, can accomplish 
the same thing. It will take a con- 
siderably longer time before the 
system is completed, but it can 
be done. e 


DICTATING RECORDS BY PHONE AIDS METROPOLITAN PHYSICIANS | 


With our cities growing at an ever increasing rate, 
the distance of travel to and from the hospital is 
constantly gaining importance. At Baptist Memorial 
Hospital, San Antonio, Tex., a system of remote 
dictation is now helping busy physicians maintain 
high standards in patient records. 

The medical staff of the hospital is now able to dic- 
tate patient records from outer areas. From down- 
town offices, homes, and all available telephones, 
physicians can call into the hospital’s central record- 
ing system. A physician who wishes to dictate ma- 
terial merely dials the hospital switchboard and re- 
quests that the operator connect him with the 
dictating unit. 

Since this equipment was added last September, 
35 physicians in the metropolitan area of San Antonio 
have used the service and have expressed their en- 
thusiasm over the ease with which their records are 


-completed. As one physician states, “Since I keep all 


records on my patients in my office, the unit saves me 
a tremendous amount of time. No longer do I have 
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to take my records to the hospital, in- 
creasing the possibility of losing or mis- 
placing them. I can now dictate from my 
office records without removing them , 
from my desk.” 
The hospital’s first experience with 
telephone linked dictating machines was in 1955, 
when a system was installed that made every tele- 
phone in the hospital a dictating unit. These units 
record, play back, mark corrections and length of 
dictation. At this time, the new remote dictating unit, 
which was developed through the cooperative efforts 
of a dictating and transcription company and the 
hospital engineers, does not have all these features. 
The playback and correction marking devices are 
not yet available, but are under consideration and 
research. However, to date the lack of these two 
features has not proved a great problem in the trans- 
cription of records.—DAviIp GARRETT, assistant ad- 
ministrator, and ALICE WARD, R.R.L., record librarian, 
Baptist Memorial Hospital, San Antonio, Tez. . 
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PART TWO OF A TWO-PART ARTICLE 


FINANCIAL RELATIONSHIPS 


BETWEEN 


RADIOLOGISTS AND HOSPITALS 


NOTHER ATTACK upon hospital- 
A physician financial relation- 
ships has been a legal device di- 
rected toward salaried physicians 
and other arrangements by which 
hospitals charge for radiology and 
pathology services. The basic the- 
sis is that if a hospital were to 
employ a physician such as a 
radiologist, pathologist or anes- 
thesiologist, and charge for his 
services, or if a medical school 
were to collect professional fees 
for the services of its salaried pro- 
fessors, then that hospital or that 
medical school would be engaging 
in the illegal corporate practice of 
medicine. The usual procedure has 
been for some official body to re- 
quest an opinion of the state at- 
torney general in this regard; a 
number of such opinions have ap- 
peared within a short time. 

The result of this approach was 
also inconclusive.! Attorneys gen- 
eral in Connecticut and North Caro- 
lina ruled that employment of sal- 
aried physicians was not illegal. 
Attorneys general in Colorado, 
Florida, Idaho, Iowa, Ohio, Vir- 
ginia and West Virginia ruled that 
arrangements involving collection 
of charges by hospitals for medical 
services were unlawful. In most 
states, no change in existing pat- 
terns was made regardless of the 
legal opinions expressed, appar- 


Albert W. Snoke, M.D., is director of the 
Grace-New Haven Community Hospital, 
New Haven, Conn. 
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by ALBERT W. SNOKE, M.D. 


The author continues his discus- 
sion of the controversy over whether 
it is ethical for a physician to be 
salaried by a hospital or medical 
school. In the concluding part of this 
two-part article, he discusses incon- 
sistent legislative attacks which have 
been made against salaried physi- 
cians in hospitals, and analyzes a 
policy statement on salaried physi- 
cians made by the American College 
of Radiologists. He declares that this 
policy confuses ethics with economics, 
and suggests a constructive approach 
which the specialty colleges might as- 
sume toward their salaried members. 

In Part I, which appeared in the 
January 16 issue of this Journal, the 
author discussed the background of 
this controversy, including policy 
statements issued by the American 
Medical Association and American 
Hospital Association, the American 
College of Radiology, the College of 
American Pathology and American 
Society of Anesthesiology. 


ently because of the feeling that 
courts and legislatures were not 
the proper bodies to resolve such 
complex problems of professional 
relationships and of medical and 
hospital care. This attitude was re- 
inforced by the experience in Iowa 


_ —there a long and bitter court trial 


resulted in a decision that was ap- 
pealed by the hospitals and finally 
resulted in compromise legisla- 
tion.! 

It is difficult to evaluate what 
has resulted from the vast expen- 


diture in Iowa of money, emotion 
and time of many responsible in- 
dividuals. There has been some 
new legislation and a change from 
Blue Cross to Blue Shield in the 
prepayment financing of radiology 
and pathology in hospitals. How- 
ever, there is no demonstrable dif- 
ference in the professional status 
of the radiologist or pathologist, 
and no substantial difference in 
the relative incomes of the medical 
specialists and the hospitals. The 
only real changes have been an 
increase in administrative difficul- 
ties in the writing of deductible 
contracts, and an increase in the 
cost to the public (the transfer 
from Blue Cross involved added 
administrative expense for Blue 
Shield). 


IOWA LEGISLATION 


The action of the Iowa legisla- 
ture is an interesting sidelight on 
the difficulties of solving these 
complex problems of interrelation- 
ship by court action or legislation. 
This legislature stated that serv- 
ices rendered by pathologists, radi- 
ologists and technicians working 
under their direction constitute 
medical services. At the same time, 
the legislation specifically author- 
ized hospitals to employ technicians 
to render medical services and to 
charge and bill for medical serv- 
ices in behalf of the doctor. Thus 
there is a specific statutory grant 
to a hospital to employ personnel, 
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join in establishing rates for serv- 
ices that are declared by statute 
to be medieal services, bill for 
them in behalf of the doctor, and 
retain its agreed portion of the 
proceeds. It would appear in Iowa 
that the line of distinction between 
hospitals actually providing medi- 
cal services or not providing medi- 
cal services is exceedingly fine. 

Little is heard today of this 
legislative attack through the at- 
torney general. The monograph 
titled Nonprofit Hospitals and the 
Corporate Practice of Medicine, by 
Alanson Willcox, which is Number 
1 in the American Hospital Asso- 
ciation Hospital Monograph Series, 
has undoubtedly cast considerable 
light upon a subject that was pre- 
viously met by conjecture.! 

The debate regarding ethics, 
economics, and the legal right to 
practice medicine reached a new 
low when it was seriously advo- 
cated in 1956 that the Federation 
of State Medical Examining Boards 
accept a proposed Guide to the 
Essentials of a Modern Medical 
Practice Act.2 This guide included 
a section which would have made 
practicing medicine as an em- 
ployee of an association or cor- 
poration one of the grounds for 
suspension or revocation of license. 
This was the only cause for revo- 
cation of license which was not 
an immoral or illegal act—the 
others ranged from dishonesty in 
obtaining a medical license through 
moral turpitude or drug addiction 
to performing an unlawful abor- 
tion. This was defeated in open de- 
bate, but recently an attempt was 
made in North Dakota to pass a 
Medical Practice Act revision con- 
taining this same economic issue.* 


LATEST DECISION 


The most recent development is 
the unilateral decision of the 
American College of Radiplogy 
that a salaried radiologist is un- 
ethical. Because this compounded 
the already present confusion, I 
wrote a letter to Doctor Archer, 
then president of the American 
College of Radiology.* A sincere 
effort was made to be objective in 
the questions raised (and in the 
answers received), but it is diffi- 


*See the correspondence between Dr. 
Snoke and Dr. Archer, printed in con- 
junction with Part 1 of this article, in 
the Jan. 16, 1960 issue of this Journal, 
page 42. 
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cult to avoid being argumentative 
when fundamentally divergent 
points of view are expressed. 

To continue this debate in public 
may be futile. The issue should 
be resolved at the local level. How- 
ever, when a national body such 
as the American College of Ra- 
diology promulgates a national di- 
rective, it is only proper that this 
be discussed openly and at a na- 
tional level. This discussion is not 
designed to endorse one solution 
or another; all types of financial 
arrangements can be appropriate 
in individual situations, and this 
would include salary arrangements 
as well as lease arrangements. 
However, if the issue is to be re- 
solved at the local level, both hos- 
pitals and radiologists should be 
aware of the background of the 
controversy and the facts that 
exist. They can then proceed to 
make what arrangements appear 
appropriate in their own particu- 
lar cases. 


ECONOMICS—NOT ETHICS 


The fundamental position of the 
American College of Radiology is 
that a radiologist is unethical if 
the hospital charges for his pro- 
fessional services unless it does so 
as his agent. This position is not 
borne out by the ruling of the Ju- 
dicial Council—the Supreme Court 
on ethics of the AMA. Ethics must 
not be confused with economics, 
yet this seems to be happening 
here. Ethics have to do with the 
care of the patient, not the pocket- 
book of the doctor. The burden of 
proof should be upon the Ameri- 
can College of Radiology or the 
individual radiologist to establish 
that patient care is inferior as a 
result of the radiologist being on 
salary, or on some other financial 
arrangement unapproved by the 
college. Citing personal experience 
or stating that full-time physicians 
in government render poorer pro- 
fessional care than nonsalaried 
physicians is neither scientific nor 
convincing.** 

Questions can properly be raised 
as to what evidence proves the 
contention of the American Col- 
lege of Radiology that the salaried 
physicians in the Army, Navy, Air 


**See the correspondence between Dr. 
Snoke and Dr. Archer, printed in con- 
junction with Part 1 of this article, in 
the Jan. 16, 1960 issue of this Journal, 
pages 63, 66. 


Force and Public Health Service 
hospitals and in the many tax- 
supported hospitals, as well as 
those caring for tuberculosis or 
mental disease patients, provide 
lower grade care with “only no- 
table exceptions”. There are thou- 
sands of patients in Veterans Ad- 
ministration facilities being cared 
for by salaried physicians selected 
by the Dean’s committees of medi- 
cal schools. Many medical schools 
and clinics have physicians on sal- 
ary. Can it be established that 
these men are giving inferior med- 
ical care? 

The question should be raised 
as to whether the many prominent 
salaried radiologists of this coun- 
try, including some of the chan- 
cellors of the American College of 
Radiology, are inferior radiologists 
as compared to individuals in pri- 
vate practice. Would they be better 
radiologists if they leased the fa- 
cilities from the hospital? Do the 
American College of Surgery and 
American College of Physicians 
have any evidence that their mem- 
bers who are on full-time salary, 
and for which a third party 
charges for their services, render 
poorer medical care than their 
colleagues in private practice? 


POLICY IS UNREALISTIC 


The American College of Radi- 
ology will approve a radiologist 
who is employed by a medical 
school or hospital which does not 
charge for his professional serv- 
ices or in which the radiologist 
participates in teaching, research 
or administration. It will disap- 
prove that same radiologist if he 
gives service for which a fee is 
charged by the hospital or medi- 
cal school. This is completely un- 
realistic. Does the fact that a bill 
is submitted make the radiologist 
unethical? If his monthly salary 
comes instead from an endowment 
fund income, a community chest 
contribution, or a flat all-inclusive 
hospital rate, is the radiologist 
now ethical? Can the professor of 
radiology compartmentalize his ac- 
tivities into teaching, research and 
service on an individual patient? 
If the institution charges for only 
part of the cost of the care of the 
individual patient, is the professor 
then partially unethical? 

‘These are questions that must 
be answered before one can ac- 
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cept the premise that the problem 
is one of ethics and patient care 
rather than one of economics and 
physicians’ welfare. 

It is also puzzling that medical 
specialties apparently differ in 
their interpretation of “ethics’’. 
Presumably what is ethical for the 
radiologist, pathologist and anes- 
thesiologist is similarly ethical for 
the surgeon and the internist. Yet 
the American College of Surgery 
and the American College of Phy- 
sicians have meticulously kept 
economics out of their approaches 
to the ethical care of the patient. 

One basis for attack on the sal- 
aried physician is that the medical 
school or the hospital theoretically 
may exploit the physician or ad- 
versely affect his medical inde- 
pendence. Therefore, he is in an 
“unethical position” and is “un- 
ethical”. However, the Judicial 
Council of the AMA has empha- 
sized the necessity of looking at 
the facts in each individual case. 
Of course, there is a theoretical 
possibility of exploitation on a sal- 
ary basis just as there is in any 
type of financial arrangement. 
There is also a theoretical possi- 
bility of exploitation if one radi- 
ologist employs another radiolo- 
gist. Is he, or are they both 
unethical? No one condemns giv- 
ing a physician a narcotic license 
because theoretically he might 
misuse it. Nor do we disapprove of 
electing individuals to political of- 
fice because some may take ad- 
vantage of it for personal gain. 


A CONSTRUCTIVE APPROACH 


The following suggestions are 
presented as a hopefully construc- 
tive approach to the present official 
position of the American College 
of Radiology: 

1. The hospital’s own house 
should be in order. Every effort 
should be made to see that those 
physicians in the medical special- 
ties of radiology, pathology, anes- 
thesiology and physical medicine 
are being dealt with equitably. 
They are physicians. They are 
practicing medicine. They should be 
on an equal basis with other mem- 
bers of the medical staff, and they 
should have an adequate reim- 
bursement for their professional 
services and contributions. 

2. The hospital’s accounting 
should be accurate and inclusive. 
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All direct and indirect expenses 
should be clearly defined as well 
as gross income and allowances. 
The facts should be readily and 
clearly available to the board of 
trustees of the hospital and to the 
professional department heads. 

3. The position of the hospital 
board—that it wishes to avoid ex- 
ploitation of the hospital, the pa- 
tient, or the radiologist and that 
the hospital will support the radi- 
ologist in settling the issue at the 
local level—should be made clear. 
The radiologist should have the 
right of determining his own con- 
tract without restrictive statements 
and threatened sanctions. 

4. The board of trustees and the 
representatives of the hospital’s 
medical staff should participate in 
the review of any problem in 
which there is dissatisfaction or 
dispute that cannot be resolved 
through ordinary administrative 
channels. 

5. The hospital should have no 
objection to the identification of 
specific radiologists who are re- 
sponsible for the radiology service 
in the hospital. The only question 
should be that of mechanics, prac- 
ticality or personal preference of 
the radiologist. The particular em- 
phasis that is currently being 
placed by the American College 
of Radiology upon having the ra- 
diologist’s name appear on the hos- 
pital’s billhead seems out of pro- 
portion to the benefits received. 
Merely having a list of the radi- 
ologists’ names on a hospital bill 
does not prove that radiological 
services are medical in nature— 
nor does it develop a patient-doc- 
tor relationship. Such professional 
standards or relationships are 
based on factors much more pro- 
found than expert printing. 


PROCEDURES VS. PRINCIPLES 


Development of procedures 
rather than principles on a na- 
tional basis inevitably leads to 
confusion at the local level. There 
are all types of medical services 
being performed by physicians for 
which hospitals bill. In a large 
institution, there may be physi- 
cians responsible for surgical pa- 
thology, autopsy pathology, clinical 
microscopy, bacteriology, blood 
chemistry, electroencephalography, 
electrocardiography, and many in- 
dividuals in radiology, physical 


medicine and anesthesiology. 

To list all such physicians on 
hospital billheads and to change 
the billheads as physicians come 
and go is cumbersome, inaccurate 
and expensive. Thus if the local 
situation is such that the various 
physicians and the hospital can 
see no value in this procedure, it is 
hard to understand what is gained 
by following the arbitrary require- 
ment of the American College of 
Radiology in this regard. 

The decision should be based 
upon the local situation and the 
particular problems of the indi- 
vidual radiologist and the hospital. 

6. Any problem of financial re- 
lationship between the radiologist 
and the hospital should be ap- 
proached upon the basis that both 
are trying to do the best for all 
concerned and that the problem 
should be solved locally without 
outside interference. The problem 
of ethics as it relates to the care 
of patients should be differentiated 
from economics as it relates to the 
income of the radiologist and the 
hospital. 

The effect that various financial 
arrangements will have or will not 
have upon the quality of patient 
care and the amount that the pa- 
tient will have to pay for his total 
medical bill should be clearly de- 
lineated in all such discussions. 
The burden of proof should be on 
the individual who maintains that 
it is reprehensible if a hospital 
makes a surplus from the depart- 
ments of radiology, pathology, or 
anesthesiology, even though the 
professional staff and department 
are reimbursed equitably and the 
surplus is used to reduce other 
charges to patients. 


ALTERNATIVES FOR SURPLUS FUNDS 


However, if a departmental sur- 
plus is considered improper, the 
various alternatives should be 
clearly understood by the medical 
staff, the public and the board of 
trustees as well as the radiologist. 
Transferring the surplus to the ra- 
diologist merely forces the hospital 
to increase other rates to the pub- 
lic to make up the deficit. If a ra- 
diologist is already receiving a 
proper reimbursement, can one 
improve the ethical situation by 
increasing his income and charging 
the patient more in other areas to 

(Continued on page 106) 


IN FLORIDA are now 
able to extend credit to Blue 
Cross subscriber-patients with de- 
partment store efficiency. No long- 
er do Florida hospitals have the 
problem of wondering whether a 
patient’s Blue Cross contract is 
effective and whether to give the 
patient credit for Blue Cross bene- 
fits. Cashiers no longer have to risk 
offending patients by saying, “I am 
sorry, but the approval from Blue 
Cross has not arrived, and we must 
ask that you pay your entire bill.” 
No longer must the collection man- 
ager try to collect bills incurred 
because credit was extended on 
the basis of a Blue Cross member- 
ship card, when in reality the con- 
tract was no longer in effect. 

The answer to these problems, 
an intrastate teletypewriter net- 
work connecting 40 of the larger 
hospitals in the state with the Blue 
Cross office in Jacksonville, makes 
it possible for the hospital clerk 
to confirm Blue Cross membership 
and benefits simply by calling the 
Blue Cross office. Using a teletype- 
writer located in the hospital, she 
sends a notice of the subscriber’s 
admission to the Blue Cross office. 
In as little as four hours Blue 
Cross returns an approval notice 
to the hospital. This notice states 
the benefits for which the sub- 
scriber is eligible. 


Richard Brooke Jr. is claims administra- 
tor for Blue Cross of Florida, Jacksonville. 
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Petersburg, Fia. 


A statewide teletypewriter network 
in Florida has solved the problem of 
faster communication between hospi- 


tals and the Florida Blue Cross home 
office, the author reports. He describes _ 


the way this system operates, and ex- 
plains the diagnosis code list devised 
to speed transmission and thereby low- 
er the cost per message. 


The need for an intrastate tele- 
typewriter service arose from sev- 
eral factors. First of all, Florida 
hospitals have gained a reputation 
as one of the hardest places in the 
world to obtain credit. If this is 
true, it has no doubt been caused 
by the large number of transients 
and vacationers who visit the state. 
When these people enter our hos- 
pitals they often give their local 
address, but a month later the 
postman finds that they have van- 
ished. Even though the patient can 
be located in another part of the 
country, it is often extremely dif- 
ficult to collect a bill from someone 
who is many hundreds of miles 
away. Understandably, hospital 
credit managers have become very 
cautious in extending credit to any 
patient, even a Blue Cross sub- 
scriber. 

Secondly, the length of stay in 
Florida hospitals, as in the rest of 
the country, has been shortened. 
This presented a problem in that 
the patient often remains less than 
the three or four days that it takes 


HOSPITAL-BLUE CROSS 
TELETYPEWRITER NETWORK — 


how it works in Florida 


THIS teletypewriter is similar te those 
used by 40 Florida hospitals for com- 
| municating with state Blue Cross head- 
quarters. The machine pictured is |o- 
cated in Mound Park Hespital, St. 


by RICHARD BROOKE JR. 


THESE twe sending and receiving teletype- 
writers in the wire room at the Florida Bive 
Cross office are directly connected to 40 in- 
trastate hospitals. Af top, an employee ex- 
amines a paper tape, punched with informa- 
tion, which will be automatically sent to a 


for admission notices to be mailed 
from the hospital to Blue Cross 
and the approval to be returned. 
In more and more instances, hos- 
pitals were faced with this prob- 
lem: whether to ask the purported 
Blue Cross member-patient to pay 
his entire bill or to give him credit 
for Blue Cross benefits, hoping he 
would be eligible for them. Such 
decisions were difficult to make; 
asking member-patients to pay 
often resulted in ill will on the 
part of the patient and poor pub- 
lic relations for the hospital. 


SOLUTION: FASTER COMMUNICATION 


Each day Blue Cross became 
more aware of the hospital’s credit 
problems. It became evident that 
the solution lay in a faster means 
of communication between the 
hospitals and the Blue Cross office. 
The most significant factor in the 
problem of communication is dis- 
tance. There are four large popu- 
lation areas in the state, located 
from 150 to 400 miles from Jack- 
sonville. 

Recalling the success of the Blue 
Cross interplan private wire sys- 
tem, consideration was given to the 
feasibility of a similar system ap- 
plied to hospitals. Surveys and 
studies indicated that such a com- 
munications arrangement would be 
possible, although too expensive 
for Blue Cross to bear alone. It 
was decided to ask the hospitals 
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to share the cost. Their contribu- 
tion was set at $40 per month, the 
approximate monthly rental fee 
of the communications equipment 
used in each hospital. In this way, 
hospitals pay for approximately 40 
per cent of the entire system. 
Enough hospitals indicated their 
interest to make the system feas- 
ible, so negotiations were begun 
with suppliers. The most advan- 
tageous plan called for the estab- 
lishment of four private circuits 
to Hollywood, Miami, Ft. Meyers 
and Pensacola. These circuits 
would be open for use from 8 a.m. 
to 5 p.m. five days a week. Each 
hospital participating in the sys- 
tem would be equipped with a 
keyboard sending and receiving 
teletypewriter. The Blue Cross 
office would have one keyboard 
sending and receiving machine 
for each circuit, as well as two 
automatic sending and receiving 
machines. By use of the auto- 
matic machines, messages could be 
punched on paper tape and later 
transmitted automatically to the 
heapyas at 60 words per minute. 


HOW THE SYSTEM OPERATES 


In operation the system works 
much like a multiparty telephone 
line. On any one circuit only one 
conversation or message can be 
transmitted at a time. Because of 
this, a schedule has been set up, 
giving each hospital a definite time 
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before 12:30 p.m. for contacting 
Blue Cross with admission notices 
and for receiving approval notices. 
Admission notices received by Blue 
Cross before 12:30 p.m. are ap- 
proved and returned to the hospital 
the same afternoon. Those received 
later than this are returned the 
following morning. There is no 
schedule for the afternoon hours. 
Each hospital is contacted as its 
approvals are ready for transmis- 
sion. 

Two characteristics of teletype- 
writer communication are out- 
standing. Above all, it is fast; it 
is also comparatively expensive. 
In order to lower the per message 
cost by providing time for more 
messages to be sent, the informa- 
tion required for an admission 
notice had to be kept at a mini- 
mum. Therefore we revised our 
admission form to omit informa- 
tion previously called for and to 
provide multiple choice questions 
wherever possible. 

Blue Cross must know the diag- 
nosis before admission approval 
can be given; because the diag- 
nosis is most often comparatively 
lengthy, a shorter, more concise 
way of expressing this was neces- 
sary. Accordingly, a diagnosis code 
list was compiled and distributed 
to the hospitals. The codes were 
taken from the International Clas- 
sification of Diseases compiled by 
the World Health Organization. 


THE GROWING NEED FOR FAST COMMUNICATION 


As the number of days per patient stay diminishes, 
regular mail channels often cannot provide Blue Cross 
approval before the patient leaves the hospital. Hospi- 
tals and Blue Cross Plans are becoming increasingly aware 
of the need for faster intercommunication to provide bet- 
ter patient service and improved public relations. 

This communications problem is being solved in a num- 
ber of ways, depending on the type and size of area 
covered by the particular Blue Cross Plan. Several plans 
use teletypewriter networks similar to the Florida system 
for communication with large hospitals in cities. In some 
localities, fast communication is accomplished by a tele- 
phone system in which each hospital is assigned a time 
for contacting Blue Cross headquarters. Other areas use 
messenger services varying from twice-daily deliveries be- 
tween hospitals and Blue Cross to deliveries during the 


The list contains about 55 differ- 
ent code numbers, each represent- 
ing a classification of diagnoses. 

In addition to the numerical in- 
dex, an alphabetical list of 350 
common diagnoses and their re- 
spective codes is given. Instead 
of spelling out a diagnosis with 
perhaps 20 or 30 letters, the code 
can express the diagnosis in three 
digits. This system has been en- 
thusiastically received by hospital 
insurance clerks. An experienced 
teletypist can send an admission 
notice to Blue Cross in approxi- 
mately 45 seconds. 


CONVERSATIONAL CODES 


Necessary conversation between 
teletypewriter operators took con- 
siderable time. To conserve this 
time so that more messages could 
be sent, a few simple conversa- 
tional codes were devised. For ex- 
ample, the Blue Cross operator 
rings a hospital and sends “HADQ”’. 
This is interpreted, “Do you have 
any admissions?” The reply would 
be “HAD”, meaning we have ad- 
missions; or “HNAD”, we have 
no admissions. 

The Florida hospitals which par- 
ticipate in the Blue Cross private 
wire system are pleased with this 
method of communication. They 
have fewer collection problems and 
public relations have been im- 
proved with fewer discontented 
patients. 
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Russell A. Nelson, M.D., president 
American Hospital Association 


HEALTH CARE FOR THE RETIRED AGED: 


Compulsory national solution or voluntary local action? 


()™ OF the most important and 


more controversial issues that 
will come before the current ses- 
sion of the 86th Congress, which 
has just reconvened, is that of the 
health care of the retired aged and 
the Forand proposals to finance this 
care through the social security 
mechanism. 

Our hospitals recognize the tre- 
mendous problems faced by the 
retired aged in obtaining and pay- 
ing for health and medical care at 
a time when their need is great and 
their financial resources limited. 
However, the American Hospital 
Association, after careful consider- 
ation and deliberate action by its 
Board of Trustees and House of 
Delegates, has taken a position 
opposing legislative proposals de- 
signed to finance the hospital care 
of the retired aged under the so- 
cial security mechanism. 

This opposition is based on the 
firm belief that any federal mech- 
anism for financing hospital care 
for such a large segment of our 
population carries with it inherent 
dangers. There are at least three 
major dangers involved: 

@ The federal government, as a 
major purchaser of hospital care, 
would become concerned with hos- 
pital costs and then involved in 
the administration and operation 
of hospitals, with possible ill effects 
on the quality of service and inter- 
ference with the care of patients. 

@ The provision of prepaid gen- 
eral hospital benefits without the 
accompaniment of proper long- 
term care facilities and benefits 
might lead to very high utilization 
of general hospitals for services 
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that could be given in other ways. 
This high use would increase costs, 
bringing great pressure to lower 
standards of care in our institu- 
tions and pressure to build more 
and more expensive hospital beds 
when lower cost institutions could 
do the job. 

@® Acceptance of the social se- 
curity mechanism to finance health 
care for one group would lead to its 
extension to other groups and, 
ultimately, to a large federally 
administered and compulsory sys- 
tem of health care for the whole 
population. This change would de- 
stroy all voluntary health insur- 
ance and remove all local—volun- 
tary community, state, county, and 
city—administration of these health 
services. Likewise, local incentive 
for improvement would be sub- 
stantially dampened. 


\ HILE OPPOSING the use of 
social security as the means of 
financing health care of the retired 
aged, our hospitals have been try- 
ing to solve the problem through 
voluntary insurance, voluntary 
prepayment and aid programs de- 
veloped at the local level. The 
Association has felt that federal 
legislation of some sort might be 
needed ultimately in order to help 
develop a satisfactory program, but 
the Association does not agree that 
this legislation must put federal 
mechanisms in control of the fi- 
nancing. 

Many of our elderly people are 
indigent or in very low income 
groups; fully a third of them do 
not now qualify for any benefits 
under the social security program. 


Great improvements in the pro- 
vision of health care to these peo- 
ple would result from the develop- 
ment of adequately financed state 
and community programs for the 
care of indigent and low-income 
citizens. Our Association has long 
stood for better programs and fi- 
nancing for the care of all the 
indigent and medically indigent— 
the younger as well as the aged 
—at the local level. Such programs 
would cover the retired aged who 
now benefit from social security 
but are medically indigent as well 
as older people who do not come 
under social security. There is 
wide agreement on this point but 
more action is needed. The Ameri- 


“can Medical Association and the 


American Hospital Association 
jointly recommend this local ac- 
tion. Our state, regional and local 
hospital groups should develop 
programs and request assistance 
from local medical associations. 
The latter will be urged by the 
American Medical Association to 
cooperate. 


Au OF OUR hospitals have close 
relationships with Blue Cross 
Plans and, through representatives 
on Plan Boards of Directors, can 
speak effectively for progressive 
policies to offer coverage to the 
retired aged for general hospital 
care and to explore coverage of 
more long-term illness. In this 
way we can assist voluntary in- 
surance to meet the financial as- 
pects of the health care of the 
retired aged. 

Whatever mechanisms for fi- 
nancing the care of the aged are 
evolved, the hospitals in our As- 
sociation have the particular re- 
sponsibility to develop the most 
satisfactory methods of meeting 
the hospital care needs of this 
large segment of our population. 

Since so much of the illness of 
old age is of a long-term type, it 
appears necessary that we examine 
carefully our methods of caring 
for these diseases. Our councils 
and committees on chronic illness 
are studying the many aspects of 
this difficult problem. The general 

(Continued on page 106) 
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Contributing to Medical Education 
Through the World's Largest Surgical Film Library 


SURGICAL 
PRODUCTS 
NEWS 


SAFER SUTURE DISPENSING 
NOW WIDELY USED 


Standardization on Davis & Geck Individual Plastic Strip Packs Combines 
Greater Safety With Simplification of Handling, Shipping and Storage Problems 


Old style bulk storage in jars and solu- 
tions poses constant threat of cross 
contamination with “staph.” or other 
organisms, particularly the hepatitis 
virus whose susceptibility to any cold 
germicidal solution is unknown. One 
contaminated suture tube returned to 
a common storage container may con- 
taminate all the rest. In addition, jars 
are heavy, hard to open, difficult to 
store, prone to costly breakage. 


% > $ 


Slippery, hard-to-break suture tubes are 
awkward to handle and a time-consum- 
ing nuisance to open. Razor-sharp 
edges of broken tubes frequently nick 
sutures and adhering glass splinters 
may actually invade the operating field. 
Unused tubes must be washed, sorted 
and returned to jars. 


Delivery of sutures, particularly surgi- 
cal gut, on tightly wound reels tends to 
kink and weaken sutures .. . excessive 
handling is required for unreeling and 
straightening. 
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NEW 


New Davis & Geck Surgilope SP® ster- 
ile suture strip packs protect each su- 
ture individually in sealed plastic dou- 
ble envelopes, completely eliminating 
the cross-infection hazard of common 
storage in jars and solutions. Compact, 
lightweight 3-dozen cartons replace 
clumsy, fragile jars...handling is 
faster and easier, breakage is eliminated 
and shipping costs are sharply reduced. 


With Surgilope SP packaging, the cir- 
culating nurse simply strips open the 
outer envelope to dispense the sterile, 
sealed inner envelope containing the 
suture. Three simple, speedy dispens- 
ing technics fit any operating room situ- 
ation. Extra sutures are quickly opened 
as needed, reducing waste and time- 
consuming resterilization. 


New Davis & Geck loose-coil winding 
delivers a supple, kink-free suture, 
ready for instant use. 


INVITES COMPARISON 


NEW, SHARPER DISPOSABLE 
NEEDLE PROVIDES ADDED 
SAFETY IN ALL-PLASTIC, 
WET-PROOF PACK 


The point of the Vim® Sterile Disposa- 
ble Needle is the result of extensive 
research in point design. Penetration 
tests prove that its 12° top bevel and 
longer side pointing provide easier tis- 
sue entry than the usual more rounded 
point design. Equally important, this 
extra sharpness has been achieved with- 
out beveling into the lumen, ensuring a 
stronger point. Unlike weaker lancet- 
type points, the Vim point will not “fish 
hook” in penetrating the vial stopper 
before ever reaching the patient. 


The transparent Vim all-plastic wet- 
proof pack is a truly closed aseptic 
system, assuring maximum protection 
against cross-infection. There is no 
spot-sealed cap to “breathe in” airborne 
contaminants when subjected to chang- 
ing temperatures ...no paper backing 
easily penetrated by moisture. 

The unique Vim plastic hub is square 
for easier handling, and fused — not 
glued — to the stainless steel cannula. 
The needles are ultrasonically cleaned 
(leave no tattoo marks), and fit any 
standard Luer syringe. 

The Vim Disposable Needle is ap- 
proved for purchase under the rigid 
new United States Armed Forces and 
Veterans Administration specifications 
for sharpness and package safety. Test 
it yourself against any other disposable 
in the field, before placing your next 
order. 


NEW YORK. N.Y. 


SALES OFFICE: DANBURY, CONNECTICUT 
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SURGICAL PRODUCTS DIVISION 
30 ROCKEFELLER PLAZA 


To help prevent staphylococcal infection, 

use pHisoHex not only in the 

» operating room and the nursery— 

but everywhere throughout the hospital: 

¢ for handwashing by all hospital personnel before 

and after caring for every patient 

¢ for routine washing of newborn infants and their mothers’ hands 
¢ to wash patients ante and post partum 

* to wash patients who have a communicable disease 

* to wash patients who have an infective disease of the skin 

¢ for surgeons’ hand preparation « to wash anesthesia equipment 
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against STAP 


O REDUCE the spread of staphylococci and other organisms in hospitals, 
handwashing is “.. . possibly the most important single control meas- 
ure.’ Just soap-and-water cleansing “.. . does not go far enough be- 
cause it cannot be relied upon to kill the staphylococci.” But “when 
pHisoHex is used by nurses for handwashing, it is not possible to recover 
Staphylococcus pyogenes from their hands.’’* In addition, bacterial resistance 
to hexachlorophene does not develop.‘ 

At the National Institutes of Health, the incidence of hospital cross infection 
in the Infectious and Parasitic Disease Service was practically eliminated 
when all hospital personnel washed with pHisoHex before and after caring 
for any patient.® 


In hospital nurseries, routine use of pHisoHex for bathing infants 
as well as for routine handwashing by hospital nurses has helped prevent 
staphylococcal epidemics among newborn infants.®" 


Why is pHisolex $0 often preferred ? “The preparation appears to 
kill bacteria quickly, inhibits their growth, renders the skin's surface virtually 
sterile in many cases, forms an antibacterial film which kills fresh bacteria 
in the event of subsequent contamination after its use, saves time. .. . It is 
nonirritating, and it is hypoallergic.’”* 


ylococcal 


infections 


HI | Reinforce the antiseptic umbrella with anti- 


Antibacterial detergent with 3% hexachlorophene staphylococcal Zephiran® chloride, a powerful 


antiseptic and germicide that is nonirritating to the 
skin and mucous membranes—and Roccal,® a solution 


W.: JAMA. for general hospital sanitization and disinfection. Roccal 


J. 
116:1185, March 58. rinsi 
arch 8. 9 : nsing renders textiles actively bacteriostatic against 


. Klarmann, 


129742, 1957, respiratory and wound discharge. 


. Hardyment, A. F.: Pediatric 


Clinics of ay America, Phil- 
adelphia, W. B. Sau nders Co., 
May, P. 287. 4. Gould, 
B. S.; Frigerio, N. A., and 


Hovanesian, 5.3 Antibiotics & 
Chemother. 7:457, Sept., 1957 
son, M. E m. urs 


ing 57:1136, Sept. 1957. 
D. N., et al.: New 


6. Wysham, D. N., et al.: New 
England J. Med. 257:295. Aug. 
15, 1957. 7. Baum, A. H., and 
Boles, R. D.: J. Kansas M. Soc. 
60:248, June, 1959. 8. Medrek, 
T. F., and Litsky, W.: Surg. 
Gynec. & Obst. (internat. Abstr. 
Surg.) 104:209, March, 1957. 


Write for or ask the Winthrop man for the leaflet, Prac- 
tical Pointers to Protect Your Hospital Against ST APH- 
ylococcal Infections.” 


with op New York 18, N. Y. 


pHisoHex, Zephiran (brand of benzalkonium as chloride, refined), and Roccal 
(brand of benzalkonium chloride, technical), trademarks reg. U. S. Pat. Off. 200-0 
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TO TAKE advantage of the “electronic a 
brain’s’’ speed, NIMP data is transferred 
from the 30.000 punch cards to tapes. 
The matching process used to take 
fourteen 12-hour man days; the “brain” 
completes it in one to two hours. 
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the eighth annual report 


by WARD DARLEY, M.D. 


of available internships is growing 
faster proportionately than the 
number of available medical school 
graduates. 

Some other interesting data from 
the report are: (1) a sharp drop 
in 1959 in the number of foreign 
medical school graduates partici- 


—In 1959, the National Intern Matching Program offered 12,250 in- 
ternships of which it filled only 53 per cent (6478). — 

—292 more positions but 402 fewer graduates were available in 1959 
than in 1958. . 

—The number of unfilled positions increased from 5224 in 1958 to 
5772 in 1959. 


‘ia DATA appear in the eighth 
annual report of the National 
Intern Matching Program. Hospital 


Ward Darley, M.D. is executive secre- 
tary, National Intern Matching Program, 
Inc., Evanston, 
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administrators concerned with this 
program have been aware of the 
growing disparity between the 
number of available interns and 
internships. The NIMP report 
clearly indicates that the number 


pating in the program; (2) an in- 
crease in the number of offered 
rotating general internships, but 
a decrease in the number of stu- 
dents matched, and (3) an increase 
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Table 1—The Number and Percentage Participation of U.S. Graduates and 
Approved Hospitals and Programs, 1952-1959 

1952 1953 1954 1955 1956 1957 1958 1959 
Total U.S. Graduates Participating 5617 5947 6258 6533 6430 6498 6576 6562 
Total U.S. Graduates 6153 6418 6672 6870 6719 6689 6862 6850 
Per Cent U.S. Graduates Participating in NIMP 91.3 92.7 93.8 95.1 95.7 97.1 95.8 95.8 
Hospitals Participating in NIMP 795 808 820 814 821 822 819 818 
Total Approved Hospitals 826 833 836 826 834 833 835 834 
Per Cent Hospitals Participating in NIMP 96.2 97 98.1 98.5 98.4 98.7 98.1 98.1 
Total intern Programs Offered 1068 1102 1032 1056 1063 1052 1062 1069 
Total Approved intern Programs 1102 1130 1048 1068 1076 1063 1078 1085 
Per Cent Programs Participating in NIMP 96.9 97.5 98.5 98.9 98.8 99 98.5 98.5 


in the number of offered straight 
internships and a sharp increase 
in the number of students matched. 


NEW DATA REPORTED 


Some but not all of the basic 
data of previous reports are in- 
cluded in the eighth annual report 
of the National Intern Matching 
Program. Some data, not pub- 
lished for several years, have been 
brought up to date and included. 
Other data are presented for the 
first time. The data left out were 
those showing the distribution of 
matched internships according to 
nature of hospital affiliation, 
amount of stipend and number of 
interns sought and matched. (See 


last year’s report, Tables 5 through 
16.) These data covered the changes 
that had occurred between 1953 
and 1958. It is now planned to 
publish these tables only as further 
changes may justify—perhaps once 
every two or three years. 

Table 1 reviews the numbers and 
percentages of U.S. graduates and 
approved hospitals and internship 
programs participating in NIMP 
since its first report in 1952. The 
initial participations were all over 
90 per cent, but it was not until 
1955 that the present high levels 
were reached. The percentages of 
participation of U.S. graduates is 
lower than that for hospitals and 
programs for a variety of reasons. 


A few students deliberately stay 
out of the program, some to take 
an internship in a hospital await- 
ing approval and, therefore, one 
that is not yet eligible for partici- 
pation. A very few do not take an 
internship or defer internship be- 
cause they go directly into research 
or graduate study. The principal 
reason for nonparticipation is a 
decision to intern in a nonpartici- 
pating hospital. This situation ap- 
plies particularly to Tennessee be- 
cause the University of Tennessee 
graduates approximately three- 
quarters of its seniors at times of 
the year that do not fit into the 
NIMP timetable. Thus, those hos- 
(Continued on page 56) 


How does NIMP match approximately 7000 U.S. 
medical school graduates, who list from one to 60 
internship choices each, with the more than 12,000 
internship positions offered by the 818 hospitals par- 
ticipating in the program? It’s quite a job, but NIMP 
has done it successfully for eight years now, having 
matched more than 50,000 graduates without an error 
during that period. Last year, for example, 77 per 
cent of the graduates and 69 per cent of the hospitals 
received their first choices in the matching process. 
The remaining graduates and hospitals received their 
subsequent choices, which were the highest choices 
they could get. 

After NIMP has received confirmed data from all 
participating hospitals and graduates, IBM punch 
cards are prepared showing each graduate’s NIMP 
number and his ranking of hospitals and each hos- 
pital’s NIMP number and its ranking of graduates. 
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does the ‘program work? 


This is the raw material of the matching process. 
These punch cards express the graduate-hospital re- 
lationship which is the basis of the mechanics of the 
matching process. The cards are taken to New York 
City by a representative of NIMP for the matching 
process, which is performed by an IBM 704 Electronic 
Data Processing System (see cover photo). 

This large-scale IBM 704 data processor, designed 
primarily for scientific and engineering computations, 
executes most of its high powered operations at a rate 
of 40,000 per second. The machine’s magnetic, core 
memory stores instructions and problem data, any of 
which can be located and put into use in millionths 
of a second. In actual operation, magnetic tape input- 
output units, supplemented by punched card readers, 
permit masses of data to enter and leave the machine’s 
memory at high speed. 

(Continued on page 56) 
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Here comes help 


Birth of a new Wyeth medicinal is presided over 
chiefly by the scientists who originated it, the 
pharmacologists who attest to its actions and safety, 
and the clinicians who determine its efficacy. 


Others play vital roles. Others like Charles Stanley 
Suttle, one of a number of Wyeth Clinical Associates. 


Suttle draws upon a fine academic background and 
years of experience to aid clinical researchers in the 
Southeastern United States, where he serves as a 
knowledgeable link with the Wyeth medical department. 


The aid that Suttle offers may take many forms. 

Often it’s specialized information and data, which may 
come from Suttle’s own fund of knowledge or from 
Wyeth itself. Among other aids: searching out literature 
references, arranging for special supplies—matching 
placebos, say—and even helping locate 

hard-to-find equipment. 


The Wyeth Clinical Associate is a familiar and welcome 
sight at medical research centers everywhere; like all 
members of the Wyeth team, he signifies service to 
medicine. 


Wyeth Laboratories Philadelphia 1, Pa. 


A Century of Service to Medicine 
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Table 2—General Results 1952-1959 


Hospitals Intern Total Total Number 
partici- programs positions positions Per cent unfilled partici- Students 
Year pating offered offered filled filled positions pating unmatched 
1952 795 1068 10414 5564 53% 4850 5681 117 
1953 808 1102 10971 5744 52% 5227 6033 289 
1954 820 1032 10729 6051 56% 4678 6412 361 
1955 814 1056 11075 6379 58% 4696 6713 334 
1956 821 1063 11459 6588 57% 4871 6821 233 
1957 822 1052 11804 6539 55% 5265 6923 384 
1958 819 1062 11958 6734 56% '') 5224 7131 (2) 397 
1959 818 1069 12250 6478 53% 5772 6729 251 


(1) Incorrectly carried in the Seventh Annual Report as 52% 
(2) Incorrectly carried in the Seventh Annual Report as 7031 


the Educational Council for For- 


pitals, most of them in Tennessee, 
that wish to accept students who 
graduate at odd times do not find 
it necessary to participate. 


EARLIER PREDICTIONS VERIFIED 


Table 2 presents a continuing 


tabulation of general data that 
appeared in previous reports. As 
predicted in last year’s report, 
there has been a sharp drop in 
foreign graduate participants (from 
376 to 4) because of the decision 
of NIMP to require screening by 


eign Medical Graduates. Because 
of this, a considerable drop in the 
number of graduates going un- 
matched also was predicted. Table 
2 shows that this proved to be the 
case. Beginning with the 1960-61 


The following hypothetical example will be used 
to illustrate the mechanics of the matching process. 
Three hospitals (Coldwater, Briarpatch and St. Fran- 
cis) and three students (Swanson, Adamson and 
Bergson) will be matched in three stages. Matching 
any given graduate might take a good many more 
stages of operation in the actual process. 


HOSPITAL PREFERENCE LISTS* 
Coldwater (2) Briarpatch (1) St. Francis (1) 


1. ADAMSON 1. Bergson 1. Bergson 
2. Bergson 2. ADAMSON 
3. Swanson 3. Swanson 
1. ADAMSON 1. Bergson 1. Bergson 
2. Bergson** 2. ADAMSON 
3. Swanson 3. Swanson 
1. ADAMSON 1. Bergson 1. Bergson 
2. Bergson** 2. ADAMSON** 
3. Swanson 3, Swanson 
S 1. ADAMSON 1. Bergson 1. Bergson 


2. Bergson** 2. ADAMSON** 


_ 3. Swanson** 3. Swanson 


GRADUATE PREFERENCE LISTS 


SWANSON BERGSON ADAMSON 
1. Coldwater 1. Coldwater 1. Briarpatch 
2. Briarpatch 2. Briarpatch 2. Coldwater 


3. St. Francis 


*The porenthetical numeral is the number of interns wanted by each hospital. 
**Denotes a permanent hospital-gradvate match as a result of the matching 
process. 
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STAGE 1—Swanson’s first choice is Coldwater, but 
he is over quota there at present because both 
Adamson and Bergson rank higher than he does and 
Coldwater only offers two intern positions. However, 
Adamson prefers Briarpatch to Coldwater, so Swan- 
son may get his first choice if Adamson gets his. 

Adamson’s first choice is Briarpatch, but he is over 
quota there at present because Bergson ranks higher 
than he does and Briarpatch only offers one intern 
position. However, Bergson prefers Coldwater, so 
Adamson may get his first choice if Bergson gets his. 

Bergson’s first choice is Coldwater and he is the 
hospital’s second choice. Coldwater offers two intern 
positions, so Bergson is matched to his first choice. 
This cancels his second and third choices. 

STAGE 2—-Adamson, because of the canceling of 
Bergson’s second choice, slides up to first choive at 
Briarpatch. Since this is his first choice, Adamson 
is now matched. This cancels his second choice. 

STAGE 3—Swanson, because of the canceling of 
Adamson’s second choice, slides up to second choice 
at Coldwater. Since this is his first choice, and since 
Coldwater offers two intern positions, Swanson is 
now matched. This completes the matching process 
for these three students. 

Each graduate now has his first choice, although 
Swanson and Adamson were not originally within 
quota. The sliding effect, the result of the cancella- 
tions, eventually gave them their first choices. This 
does not mean that all graduates get their first choices, 
but it does mean that they will be matched to their 
highest possible choices. All IBM matching results 
are clerically checked by NIMP personnel against 
the graduates’ original preference lists to insure that 
no matching error'has occurred. 
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yours to command 


Yours for the asking is a series of 
fact-filled Hospital X-Ray Depart- 
ment Planning Books like this. 
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the wealth of x-ray planning experience 
at the point of this pencil 


The x-ray planning help at your command here is not only expert, 
but well-rounded. 


It can start at the gleam-in-the-eye stage by calling in your local Picker 
man (a trained expert in his own right) for preliminary exploration and 
rough-ups. As the project moves along and crystallizes, he enlists in your 
behalf the full-time services of the Picker headquarters x-ray planning staff. 


With able cooperation every inch of the way, you fetch up with a 
knowledgeable layout that reflects the sum of an impressive number of 
man-years of experience in this highly specialized work. The final 
plan you get is worked out to the last detail with every “i” dotted 

and every “t” crossed. Power requirements, wiring, plumbing, radiation 
shielding, specifications—everything is covered. 


If ‘you're not now sharing in these skills, you’re welcome to them for 
the next hospital project on your board. 


Picker X-Ray Corp., 25 South Broadway, White Plains, N. Y. 
Picker X-Ray Engineering, Ltd., 1074 Laurier Ave., W., Montreal 
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Table 3—Types and Number of Internships Offered and Filled through NIMP since 1952 


Rotating General 


Internships Straight Internship Other Internships All Internships 
: 1952 1954 1959 1952 1954 1959 1952 1954 1959 1952 1954 1959 
Programs #1 #3 #8 #1 #3 #8 #1 #3 #8 #1 #3 #8 
: Number Offered 8596 9343 10453 1098 1025 1398 720 361 399 10414 10729 12250 
| Number Matched 4479 5092 5141 656 728 1060 429 231 277 5564 6051 6478 
cent Matched 52.1 54.5 49.2 59.6 64 69.4 53.4 564 52.9 


- Table 4—The Type and Number of Straight Internships Offered and Filled through NIMP since 1952 


: Medicine Surgery Pediatrics Ob-Gyn Pathology 
2 1952 1954 1959 1952 1954 1959 1952 1954 1959 1952 1954 1959 1952 1954 1959 
Number Offered 503 546 674 364 358 425 121 #4113 «#4209 
434 586 202 231 310 69 «62 «121 11 1 5 1s — 38 
79.5 86.9 55.55 64.5 72.9 57 54.9 57.9 21.6 125 185 254 — 60.3 


program, the number of foreign 
participants will show a very sub- 
stantial increase over previous 
years. 

Tables 3 and 4 show the type, 
number and percentage of intern- 
ships offered and filled through 
NIMP for 1952, 1954 and 1959. 
The number of rotating general 
internships offered has increased, 


- but the number and per cent 


matched has dropped. The number 
of straight internships offered and 
the number matched has shown a 
sharp increase—from 59 to 75 per 
cent. The category “other intern- 
ships” includes miscellaneous types 


- of mixed internships with varying 


kinds of emphasis. Consequently, 
they cannot be classified as either 
rotating or straight and must be 
dealt with separately. These kinds 
of programs and internships are 
falling off in number, but have 
shown a slight gain as far as their 
per cent of matches is concerned. 


PROGRAM MATCHINGS DROP 


The recent drop in the per cent 
matched for all internships is a 
reflection of the fact that the num- 
ber of internships offered is pro- 
portionately growing faster than 
the number of available graduates. 
Of the straight internships, except 


*These calculations are made from, but 
are not shown, in Table 3. 


for those in obstetrics and gyne- 
cology, there has been a slight in- 
crease in number and also an in- 
crease in the per cent matched. 
For each of the three years noted 
in Table 3, the total number of 
straight internships offered as a 
proportion of all internships offered 
has retained approximately the 
same relative position—10.5, 9.5 
and 11.4 per cent respectively.* 
But of the total number of all in- 
ternships matched, the share f 
ing to the straight internship 
shown a modest increase—] 


12.0 and 16.3 per cent respectively.* 

Tables 5, 6 and 7 show the con- 
tinued leveling off of the number 
of internship applications per stu- 
dent, the percentage of students 
matched by order of choice and the 
hospitals’ ranking of students with 
whom they were matched. In past 
reports it has been assumed that 
the downward trend (1952 to 1958 
particularly) in the percentage of 
students being matched for first 
choice was an indication that stu- 
dents were adding, as first choice, 
institutions in which they felt their 


lication Per Student 


Table 

& Number of Number of Number per 
a 1952 5681 | 21728 3.8 
é. 1953 6033 19416 3.2 
3 1954 6412 21579 3.4 
1985 6713 25617 3.8 
1986 6821 29474 4.3 
a 1957 6923 30434 44 
1958 713111) 32090 4.5(2) 
«4989 6729 29416 44 


{1}) incorrectly carried in the Seventh Annual Report as 703! 


{2} incorrectly carried in the Seventh Annual Report as 4.6 
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in the 
management 
of constipation 


PERI-COLACE 


Dioctyl sodium sulfosuccinate and anthraquinone 
derivatives from cascara, Mead Johnson 


predictable results... 
minimum side effects 


To induce prompt yet gentle 
bowel evacuation, Peri-Colace 
is the agent to choose. 

Its two active ingredients, 
synergistic in effect, 

bring rapid relief without 
distress or irritation 
because: 

1. Peristim,® a mild laxative, 
“...exerts its peristaltic 
stimulating action directly 
on the large intestine, 

via the blood stream.”" 

2. Colace,® a non-laxative 
stool softener, maintains 
hydration of the fecal 
material as it passes 
through the intestinal 
tract.” 


Available as: Peri-Colace 
Capsules, bottles of 30, 60 and 
250. Peri-Colace Syrup, 
bottles of 8 oz. 


Bibliography: (1) Lamphier, T. A., and 
Lyman, F. L.: J. internat. Coll. Surgeons 
31:420-423 (April) 1959. (2) Smigel, J. 0.; 
Lowe, K. J.; Hosp, P. H., and Gibson, 

J. H.: M. Times 86:1521-1526 (Dec.) 1958. 


\ Mead Johnson 


Symbol of service in medicine 
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Table 6—Percentage of Students Matched by Order of Choice 


Per cent 
Per cent Per cent Per cent fourth 
first second third choice 
Year choice choice choice or lower 
1952 84 10 3 3 
1953 85 10 3 2 
1954 82 11 4 3 
1955 76 14 5 5 
1956 74 15 6 5 
1957 76 13 6 5 
1958 74 14 6 6 
1959 3 77 12 5 6 


Table 7—Hospitals Ranking of Students with Whom 
They Were Matched 


Per cent Per cent Per cent 
matched from matched from matched from Per cent 
Year Rank Group |* Rank Group i! Rank Group Ill other Total 
1956 61 24 TT 4 100 
1957 71 19 7 3 100 
1958 67 22 3 100 
1959 69 21 8 2 100 


*if hospital quota is 10, first 10 men on list form Rank Group |, numbers 11-20 Rank 


Group etc. 


chances for acceptance were open 
to question, but also in which they 
would like to intern if they pos- 


“ sibly could. Students can feel free 


to make such “tries” because in 
such instances they are not hurting 
their chances for their second and 
third choice hospitals—hospitals 
which otherwise they would list in 
first and second places. 

Table 8 reports a more definite 


analysis of what happens as be- 
tween students who make few 
choices and those who make many. 
Students who make fewer applica- 
tions tend to be matched with hos- 
pitals that fall the shortest of fill- 
ing their quotas. As the number of 
applications increase, the chance 
of being matched with a hospital 
that fills or comes close to filling 
its quota is increased. 


While last year’s report dealt 
in detail with the background, his- 
tory, mechanics and timetable of 
the NIMP,! it did not indicate the 
manner in which compliance with 
the program’s agreements was ad- 
ministered. After eight years ex- 
perience, a discussion of this aspect 
of the matching program is indi- 
cated. 

In the first place, it must be 
remembered that for both hospitals 
and graduates, the decision to join 
the program is voluntary. A hos- 
pital or student, once this decision 
has been made, applies for, signs 
and returns the appropriate agree- 
ment. The board of directors of 
NIMP* establishes the terms of 
these agreements, must authorize 
any changes in them, must decide 
questions relative to their inter- 
pretation and, finally, must approve 
any action taken in connection 
with infraction of them. 

The hospital and student agree- 
ments for the 1960-61 program are 
reproduced below: 


THE HOSPITAL AGREEMENT 


“On behalf of the hospital named 
abovey I agree to abide by the 
regulations of the National Intern 
Matching Program for appoint- 
ment of interns for first year in- 
ternships for 1960-1961 (starting 
service from April 1 through De- 
cember 31, 1960). 

“In particular, it is understood 


*The board of directors consists of three 
representatives each from the American 
Medical Association and the Association 
of American Medical Colleges, two from 
the American Hospital Association, one 
each from the Catholic and Protestant 
Hospital Associations, one from the Stu- 
dent American Medical Association and 
another student representing the national 
medical student body at large. 


Table 8—Comparison of the Number of Applications made with the Percentage of Positions Filled in the 
Hospitals Where Applicants Were Matched 


Number of 
Applications 
Made 


Number of Graduates 
Making Corresponding 


Number of Applications 885 


Percentage of Intern 
Positions Filled Where 


Applicants Were Matched* 73 


2 3 4 
875 1,219 1,075 766 
73 72 75 77 


and 
6 7 8 more 
526 301 245 584 
79 82 83 84 


*The percentages of intern positions filled in the hospitals involved were computed by dividing the total intern positions filled by the number of positions offered. 
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Today’s concept in cast removal... 
a CAST CUTTER 
with PLASTERVAC 


The Stryker Cast Cutter is universally accepted today as the 
: most modern method for quick safe cast removal. The PlasterVac, 
when attached to the Cast Cutter, instantly picks up all dust and 
dirt as the cast is cut. 


Write for additional information today. 


ZB Ortho SURGICAL AND HOSPITAL EQUIPMENT 
420 rthop STREET ~ KALAMAZOO, MICHIGAN 
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that this hospital is agreeing to: 

“1. Offer internship appointment 
to all applicants matched with this 
hospital by the matching pregram, 
the matched students being the 
highest ranked students on this 
hospital’s confidential ranking 
form who wish to intern here more 
than at any other hospital avail- 
able to them. 

“2. Restrict internship appoint- 
ment for United States and Cana- 
dian applicants to participants des- 
ignated for this hospital through 
the matching program until after 
notification of the selections made 
through the matching program. 

“3. Make or require no commit- 
ments or contracts with United 
States or Canadian applicants prior 
to the notification of the selections 
made through the matching pro- 
gram. 

“4. Abide by the official schedule 
including accepting no applications 
from participants in the matching 
plan after January 25, 1960; rating 
applicants and returning rating 
form by January 30, 1960, offering 
formal appointment promptly to 
individuals matched by the plan 
with this hospital, and no later 
than March 31, 1960. 

“5. Not accept an intern who 
was matched elsewhere and subse- 
quently not released.* 

“6. Pay a service fee of $4 for 
each intern matched through the 
plan. 

‘“‘We understand further that al- 
though we may freely discuss any 
matter we choose with the student, 
no participating hospital has the 
right, under the plan, to demand 
or to require that the student state 
how he will rank this hospital on 
his confidential rating blank. We 
also understand that the student 
has no right to request or to de- 
mand that this hospital inform him 
how it plans to rate him. 

“Furthermore, any statement or 
other expression concerning how 
this hospital intends to rank an 
applicant or how that applicant 
intends to rank this hospital, which 
may be made during the free dis- 
cussion between the hospital and 
the student, is subject to change 
based on further considerations. 
We understand that we, as well as 


*This condition was made a part of the 
agreement beginning with the eighth 
matching program. 
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the student, have the right to 
change our minds at any time prior 
to the submission of the official 
confidential rating blanks. 

“The confidential rating blank, 
submitted by this hospital and 
confirmed, is to be the sole deter- 
minant of the order of our prefer- 
ence among our applicants.” 


THE STUDENT AGREEMENT 


“I agree to participate in and 
abide by the results of the match- 
ing plan for internship appoint- 
ment. In particular, I understand 
that I am agreeing: 

“1. To apply for internship ap- 
pointment only to hospitals and 
the federal services registered in 
the matching plan until after the 
matching plan results are an- 
nounced. I understand that an offi- 
cial directory listing the cooperat- 
ing hospitals and federal services 
will be available in October 1959. 

“2. To accept appointment to the 
hospital or federal service with 
which I am officially matched, that 
hospital being the highest one on 
my preference list having a place 
available for me. I understand that 
I cannot avoid accepting an intern- 
ship to which I have been matched 
without a written release from the 
hospital concerned—also that an- 
other hospital that is a member of 
NIMP cannot accept me as an 
intern unless I have this release.* 

“3. To abide by the official 
schedule, including ranking the 
internships for which I have ap- 
plied and returning my confidential 
ranking form before February 1, 
1960. 

“4. To send herewith a nonre- 
fundable fee of $2 to help cover 
the costs of participation in the 
matching plan. 

“It is my understanding that I 
am free, under the matching plan, 
to make personal contacts with 
any participating hospital in which 
I am interested and to apply to as 
many of these hospitals as I wish 
and to rank them according to my 
judgment. 

“IT understand further that al- 
though I may freely discuss any 
matter I choose with the hospital, 
no participating hospital has the 
right, under the matching plan, to 
demand or to require that I state 
*This sentence was made a part of the 


agreement beginning with the eighth 
matching program. 


how I shall rank that hospital on 
my confidential rating blank. I 
understand also that I have no 
right to request or to demand that 
that hospital inform me how it 
plans to rate me. 

“Furthermore, any statement or 
other expression concerning how 
I intend to rank a hospital or how 
that hospital intends to rank me, 
which may be made during the 
free discussion between the hospi- 
tal and myself, is subject to change 
based on further considerations. 
I understand that both the hospital 
and I have the right to change our 
minds at any time prior to the sub- 
mission of the official confidential 
rating blanks. 

“My confirmed confidential rat- 
ing blank, giving my order of 
preference, is to be the sole de- 
terminant of the order of my pref- 
erence among the internships for 
which I have applied. 

“T understand that resignation 
from the matching program can 
be made only with the approval 
of my dean, and that no resigna- 
tions can be accepted after No- 
vember 14, 1959. 

“T agree to conduct myself in 
conformity with the high ethical 
standards expected of members of 
the medical profession.” 


PROGRAM WITHDRAWAL TERMS 


Withdrawal from the program 
is optional for both hospitals and 
students, providing the timing and 
manner of withdrawal comply with 
the timetable and provisions of the 
signed agreements. In the case of 
student withdrawal, the concur- 
rence of the respective dean is 
required. Within two weeks after 
the matching results have been 
announced, students and hospitals 
should recognize their matchings 
by formal contract. The NIMP 
agreements with both student and 
hospital can be considered satis- 
fied as soon as the intern begins 
service. These procedures tie in 
with the following statement which 
appears in “Essentials of an Ap- 
proved Internship” of the Coun- 
cil on Medical Education and Hos- 
pitals of the American Medical 
Association: 

“Hospital-Intern Agreement.—A 
formal agreement in which mutual 
obligations are defined should be 
entered into between the hospital 
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and the applicant at the time of 
his appointment. This agreement 
must be honorably fulfilled by both 
parties and should be terminated 
only by mutual consent. A breach 
of the agreement by either a hos- 
pital or an intern is not condoned 
by the council. Whenever complaint 
of such a breach is made, it is the 
policy of the council to ask each 
of the parties involved to submit 
an explanatory statement. Such 
statements become a part of the 
physician’s and the hospital’s rec- 
ord and are made available on 
request to authorized agencies.’ 


HOW IRREGULARITIES ARE HANDLED 


The few questions of irregularity 
that do occur, unless resolved early 
in their development, can become 
complicated and difficult. There- 
fore, once a hospital, student or 
dean is aware of a question that 
can lead to possible infraction, ex- 
perience has shown that the quick- 
er such is made known to the 
NIMP office, the better. Most such 
situations are the result of failure 
to read the NIMP agreements 
carefully, lack of understanding or 
inadequate communication. The 
NIMP office, communicating with 
the appropriate deans, students 
and hospitals, has usually been 
able to assist with the resolution 
of these questions to the satisfac- 
tion of all concerned. Of course, 
reports of irregularity that are not 
supported by a statement of the 
pertinent facts and a willingness 
to be quoted do not lend them- 
selves to investigation. 

Any cases that go to the point 
of probable infraction are reviewed 
by the Executive Committee of the 
Board of Directors and later by 
the board itself. In case of estab- 
lished infraction on the part of a 
hospital, the board can determine 
that copies of the pertinent cor- 
respondence be filed with the Coun- 
cil on Medical Education and Hos- 
pitals of the AMA. If the infraction 
involves a student, the board can 
determine that copies of the perti- 
nent correspondence be filed with 
the Biographical Records. Section 
of the AMA. The most common 
questions of infraction center 
around the acceptance of a student, 
without release, by a hospital other 
than the one to which he has been 
matched. Such instances involve 
the accepting hospitals as wel! as 
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the students. As a consequence, 
when the correspondence pertinent 
to a proven case of such infraction 
is filed with the AMA, the names 
of both the hospital and the stu- 
dent will appear. 

Fortunately, instances of the 
need for any such action have 
been very rare. In fact, consider- 
ing the thousands of individuals 
who are involved in the entire 
NIMP enterprise—hospital admin- 
istrators and staffs, students, deans 
and faculty advisors—the incidence 
of any kind of difficulty is small 


indeed. Cooperation on all sides 
has been the rule. This shows that 
the principal force that is responsi- 
ble for the smooth operation of 
NIMP is the spirit of fair play 
that originally made the program 
possible and that has since pre- 
vailed. a 
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Je Jewett stainless steel hospital equipment 


engineered to fit exacting requirements: 


MANUFACTURERS 
OF REFRIGERATORS 
OF EVERY TYPE 
FOR INSTITUTIONS 
Since 1849 


ILLUSTRATED LITERATURE 


Our new brochure with detailed 
information on the complete 
Jewett line will be sent free on 
request. Please specify booklet 
No. 1059. 


STANDARD EQUIPMENT 


In addition to the world famous 
Jewett Blood Bank and Jewett Mor- 
tuary Refrigerator, we manufacture 
a complete line of refrigerators and 
equipment for the hospital field. This 
includes refrigerators for biolegicals, 
pharmaceuticals and milk formulas, 
as well as for nurses’ stations and diet 
kitchens. Jewett likewise produces 
autopsy tables, culture incubators 
and walk-in refrigerator doors. 


CUSTOM EQUIPMENT 


Jewett, the acknowledged leader in 
the manufacture of custom refrigera- 
tion will modify standard equipment 
to suit your requirements; or will 
design and build entirely new equip- 
ment carefully engineered and dimen- 
sioned to meet your precise needs. 


REFRIGERATOR CO.. INC. 
6 LETCHWORTH STREET 
BUFFALO 13, NEW YORK 
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IBM RAMAC 305 


.»»3 years of technical progress 
add greater power and flexibility to this 
random access data processing system 


In September, 1956, we announced the startling new solution to business 
record-keeping problems . . . the RAMAC 305 Data Processing System! 

Here at last was a system which could record all transactions—at ran- 
dom—and simultaneously update all ledgers affected by the transaction 
. . . at tremendous speeds and with great reliability. Today, 3 years and 
thousands of experience-hours later, the IBM RAMAC remains the only 
truly random access method of accounting and control. And IBM has 
added even greater speed and flexibility to RAMAC through a sustained 
program of technical progress. Some of the advances that have resulted 
from this program are shown at right. 

These continuing advances are part of IBM’s concept of Balanced Data 
Processing—up-to-date systems and supporting services designed to keep 
ahead of the data processing problems of modern business. Your local 
IBM representative will gladly tell you more about RAMAC, its applications 
and benefits. Call him today. 18M RAMAC 305, like all IBM data processing 
equipment, may be purchased or leased. 


balanced data processing IBM 


14 NEW REASONS WHY IBM 
RAMAC 305 OF FERS THE BEST 
SOLUTION TO YOUR RECORD- 
KEEPING PROBLEMS : 


1. Divide Command—saves 80% of the 
time required by programmed division. 
2. Second Track Output—permits con- 
current printing and punching of dif- 
ferent material. 

3. Increased Storage Capacity— 
through a second, on-line 5-million 
character disk storage unit. 

4. Increased Production—and de- 
creased through-put time when seeking 
records at random, through the addi- 
tion of dual access arm for each file. 
5. 407 Printer On-Line—makes avail- 
able the high-speed printing ability of 
the IBM 407 Accounting Machine. 

6. Input Rearrangement—permits writ- 
ing data on card input track in different 
sequence from the original card. 

7. Input Analysis—the ability to ex- 
amine input cards for distinctive codes. 
8. Remote Printing Station—permits 
inquiry and print out of information at 
a distance from the system itself. 


9. Paper Tape Reader (382) —handles 
input from paper tape produced by 
teletype and other devices. 

10. Double Capacity Disk File—10 or 
20 million characters are stored in the 
same physical space previously re- 
quired for 5 or 10 million characters. 
Files with dual access arms can be 
attached to the 305 system. 

11. Direct Input from Paper-Handling 
Equipment—the linking of RAMAC and 
Series/1200 magnetic character-sensing 
equipment for banks. 


12. Compander—permits groups of as- 
sociated data to be updated, regrouped 
or altered in parallel transfers with 
fewer program steps. 

13. Program Exit Overlap—a timesav- 
ing device which eliminates, or over- 
laps in certain cases, the 20-millisecond 
delay time normally required for excur- 
sion to the control panel for logical de- 
cisions and branching. 

14. Increased Processing Speed—re- 
duces the time required to transfer data 
between the drum tracks, thus reducing 
over-all operating time wherever proc- 
ess time is greater than input-output 
time. Reductions of up to 25% in proc- 
essing time and up to an average of 
20% increase in through-put time may 
be realized with no change in the ex- 
isting program itself, 
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eguiinent and sufply review 


New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement bij 
the American Hospital Asso- 
ciation. 


Water carafe (3E-1) 
Manufacturer's description: A sanitary 


single-service paper water carafe, 
polyethylene plastic-coated. The 
manufacturer reports that this thin 
plastic film is odorless, tasteless 
and nonabsorbent, and will not 


peel or flake off into the contents. 
The sanitary top protects the pour- 
ing lip so it can be easily covered 
or uncovered without human hands 
ever coming in contact with it. 
Sealright Co. Inc., Dept. H2, South 
Ist St., Fulton, N.Y. 


Bed pan sterilizer (3E-2) 
Manufacturer's description: The bed pan 


sterilizer is made of stainless steel 


ee 
Hit 
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and features removable racks that 
have two pockets for bed pans. The 
unit is heated electrically with a 
movable, submersed type heater 
capable of withstanding 300 per 
cent overload for 30 minutes in 
otherwise normal service. The heat- 
ing element is protected by a manu- 
al reset low water cut-off. Pilot 
light indicates when sterilizer is 
on. The unit is hand filled with 
water and empties via a drain 
valve protected by a removable 
screen. Scientific Equipment Mfg. 
Corp., Dept. H2, 836 Broadway, 
New York 3. 


Push-button sterilizer (3E-3) 
Manufacturer's description: The sterilizer 


features a completely automatic 
push-button control and substan- 
tially reduced cycle time. This unit 
replaces conventional multiple 
dials, handles and switches with 
four easily identified keyboard con- 
trols marked: Liquids, Dry goods, 
Manual, and. Steam Off. The 
desired sterilizing cycle can be 
started by simply pressing the 
proper key, and all subsequent 
phases follow automatically. A 


buzzer indicates cycle completion. 
Cycle temperature can be varied 
from 220° to 270° F. by turning a 
calibrated dial. Wilmont Castle Co.., 
Dept. H2, 1939 E. Henrietta Rd., 
Rochester, N.Y. 


Therapeutic glove (3E-4) 
Manufacturer's description: This new 


Chicago 11, Illinois. 


p If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 


Water carafe (3E-1) 
pan sterilizer (3E-2) 
Push-button sterilizer (3E-3) 
glove (3E-4) 
coin sorter (3E-5) 
Patching tape (3E-6) 
cooler (3E-7) 


___Bed light (3EL-1) 
(3EL-2) 


___Fire fighting equipment (3EL-3) 


NAME and TITLE. 


PRODUCT NEWS 


Accounting machine (3E-8) 
Convertible bed-chair (3E-9) 
__—Coler identification rings (3E-10) 
___Revolving tray ovens (3E-11) 
Wet pick-up tool (3E-12) 
__—Swivel action sign frames (3E-13) 


PRODUCT LITERATURE 


roof coatings (3EL-4) 
__— Food service (3EL-5) 
__Meat buyer guide (3EL-6) 


(Please type or print in pencil) 
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DISPOSABLE 


BASSINETS 


> Helps reduce 
cross-infection! 


No scrub-up! 
> No re-use! 
Made of strong, 


rigid, waterproof 
Flute-wood stock! 


® Choice of pink 
or blue 
decorations! 


Sample on Request 


Presco 
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glove, manufactured from 12-ply 
hospital gauze and quilted for 
durability, is for use in treatment 
of eczematous processes of the 
hand requiring wet therapy. Pre- 
shrunk and sterilized before pack- 
aging, the gloves are available in 


small, medium and large sizes. The 
gloves are ventilated to prevent 
maceration, and can be washed and 
reused many times. Dermpak Corp., 
Dept. H2, 292 E. Fifth St., St. 
Paul 1. 


Automatic coin sorter (3E-5) 
Manufacturer's description: The coin sort- 


er is fully automatic, gravity op- 
erated and has no motors, needs 
no electricity and has no mechani- 


cal wearing parts. The coins are 
poured in the chute and sorted in 
seconds. Finish is chrome and 
wrinkled satin. Mi-Coin Corp., 
Dept. H2, 236 Reed St., Reading, 
Pa. 


Patching tape (3E-6) 
Manufacturer's description: This one-inch 


adhesive-backed tape has been de- 
veloped for patching oxygen tents. 
Ideal for permanent type canopies, 


plastic sheeting, instrument covers, 
documents, books and legal papers. 
Oxygen Equipment & Service Co., 
Dept. H2, 8335 S. Halsted St., Chi- 
cago 20. 


Water cooler (3E-7) 
Manufacturer's description: This compact 


cooler can be mounted directly on 
the wall and set at any distance 
from the floor. The outstanding 
features of this unit are a brown 
pattern plastic vinyl laminate fin- 


ish to 20 gauge steel; removable 
front panel and grille; mirror 
polished, stainless steel top with 
anti-splash ridge; wall protector 
back extending above bottom of 
basin; bubbler and provision for 
glass filler. The Ebco Mfg. Co., 
Dept. H3, 265 N. Hamilton Rd., 
Columbus 13, Ohio. 


Accounting machine (3E-8) 
Manufacturer's description: The account- 


ing machine provides 21 separate 
totals and automatic credit bal- 
ances are obtained from all. The 
machine may be programed to 
effect as many as four totals in one 
operation and the depression of a 
single key automatically totals or 
subtotals all 21 totals in sequence, 
making possible a complete daily 
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statement of posting. The machine 
will also automatically determine 
if the operator has made an incor- 
rect pickup of an old balance, and 
will eliminate the incorrect pickup. 
A single-key reverse entry control 
provides instant correction of er- 


roneous posting and reversal of 
accounting entries without need 
for changing program or deter- 
mining which totals must be af- 
fected. The National Cash Register 
Co., Dept. H3, Dayton 9, Ohio. 


Convertible bed-chair (3E-9) 
Manufacturer's description: The converti- 


ble bed and chair combination is 
an aid to hospital housekeeping. 
Ideally suited for overnight guests 
in hospital rooms, the unit saves 
room space as well as staff time 
by eliminating the moving about 
of sleeping units. It features a sep- 
arate 220 coil, 13-gauge wire, 
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innerspring mattress with a sleep- 
ing surface 27” wide, 74” long. 
Hospital Supply Div., American 
Hospital Supply Corp., Dept. H3, 
2020 Ridge Ave., Evanston, Ill. 


Color identification rings (3E-10) 
Manufacturer's description: These colored 


plastic identification rings are in- 
tended for use on hypodermic 
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Kathabar® Systems 

enable you to specify exact 
temperature, relative humidity, 
and bacteria count 

for hospital air. 


s For the first time, 

you can specify this condition: 
“Population of micro-organisms 
can’t exceed 5 per 10 cu. ft. 

in air leaving the sterilizer, as 
measured by the most 

sensitive instruments.” 


s Only Kathabar systems can 
meet this requirement. This new 
approach does not depend on 
filters or lights. 


s At the same time, Kathabar 
enables you to specify, and get 

the relative humidity you require; 
for instance: 55% RH minimum. 
Water or steam humidifiers are not 
necessary; exposed water in coils 
and ducts (potential 

breeding grounds for bacteria) 

is completely eliminated. 


=» Technical data on 
Kathabar Systems are available 
promptly on request. 


Surface Combustion : 2388 Dorr St., Toledo 1,0. 
A Division of Midland-Ross Corporation 


Send “Air Hygiene for Hospitals” 
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units, for instruments used for dis- 
pensing radioactive materials and 
for identification of different pa- 
tients, wards or diseases in a hos- 
pital. The rings are available in 
small, medium and large sizes in 


est concept in equipment to reduce 
costs and improve food quality. 
Compact and safer to operate, they 
eliminate stoop and stretch in load- 
ing. They combine automatic vol- 
ume output with versatility of 


temperature range to bake, roast 
and cook. Together they can han- 
dle feeding requirements for about 
3,000 persons. Food Machinery Div. 
of Baker Perkins Inc., Dept. H3, 
Saginaw, Mich. 


product mix. The unit in the fore- 
ground handles roasts, stews, cakes 
and breads in the same loading 


Wet pick-up tool (3E-12) 
Manvfacturer's description: This operat- 


ing room floor tool is designed for 
use with the Microstat vacuum 
cleaner. It functions for both wet 
pickup and spot scrubbing after 
the operating room floor is flooded 
with a germicidal solution between 
operations. To switch quickly from 
wet pickup to the scrubbing posi- 
tion, the attendant simply rotates 
the handle about 90 degrees which 
stands the tool on its end, then 
presses downward on the handle 


Lf 


red, blue, black and yellow. The 
small size is for use on needle 
hubs, 1 cc. syringe barrels and 2 
cc. syringe plungers. The medium 
size is used for 2 cc. barrels, 5 cc. 
and 10 cc. plungers. The large size 

- is used for 5 cc., 10 cc., and 20 cc. 
barrels and 20 cc. plungers. These 
rings can be sterilized. Becton, 
Dickinson and Co., Dept. H3, 
Rutherford, N.J. 


without intermingling flavors. The 
oven in the background can be 
used for the same purpose, or can 
be made to operate in a lower 


Revolving tray ovens (3E-11) 
Manvfacturer’s description: These two 


revolving tray ovens are the new- 


BOOK OF APPRECIATION 


VISIBLE, INSPIRING, ARTISTIC 
AND ENDURIN 


| 
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= ¥ HALPERT-WEAVER NECROPSY TABLES were designed 
a by a pathologist for use by pathologists. They are 
oF essentially trays with three-inch ledges and sloping 
(m bottoms with one and one-half inch pitch. The body 
= rests on six removable stainless steel slots of graded 
“ig height which permit water to flow under the body. 
The seamless stainless stee! construction simplifies clean- 


ee ing and maintenance. The rounded pedestal on models 


100, 200, 300 and 400 contains electric and water 
connections and simplifies installation. Electrical ovt- 


SOLID BRONZE COVERS 


a lets cre moisture protected. 

on i Also Available in Aluminum Covers to your special design; pages hn full length. of the table. Hot and cold water out- 

ai with raised letters holding up to 3250 names. Add-A-Name fea- lets with mixer provide water for the sink at the —_ 

a t f 3 of the table. The sink has a lever handle drain wit 

Tw ” ” connected overfiow. A stainless steel instrument-dissect- 

i wo sizes: 25” x 32”; 15” x 18”; in 4 designs ing table with neoprene cork top is supplied. 

> WRITE FOR CATALOGS Write for further information on the other five models 

a Bronze, aluminum, stainless steel plaques, railings, signs, en- available. 

a trances, curtain walls and other items. 

Since 1882 Industrial Metal Giatures 

a 697 W. 4th St., Cincinnati 3, Ohio 
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to complete the turn of the tool. 
This brings the brush into position 
to loosen a stubborn spot of dried 
blood or organic material before 
the tool is turned back to wet 
pickup for drying the floor. The 
Kent Co., Inc., Dept. H3, Rome, 
N.Y. 


Swivel action sign frames (3E-13) 
Manvfacturer’s description: These swivel 


action sign frames will not be 
damaged when struck by person- 
nel or equipment. The frame mere- 
ly folds back against the wall, and 
can then be returned to proper 


position. All screws are of stain- 
less steel, and a hevy transparent 
plastic sheet is used instead of 
glass. Milligan Corp., Dept. H3, 
P.O. Box 10615, Pittsburgh 35. 


SEE COUPON, PAGE 65 


Bed light (3EL-1)—Over-the-bed 
light combining all electrical func- 
tions in one compact unit is de- 
scribed and illustrated in this bro- 
chure. The unit provides general 
room illumination, a reading light, 
convenience outlets and a night 
light. Kurt Versen, Inc., Dept. 
HL3, Englewood, N.J. 


Calculator (3EL-2)—Catalogue de- 
scribes a pocket treatment time cal- 
culator to aid the radiotherapist in 
computing treatment time and con- 
verting milligrams to millicuries 
and determining decay of cobalt- 
60. Nuclear Consultants Corp., 
Dept. HL3, 9842 Manchester Rd., 
St. Louis 19. 


Fire fighting equipment (3EL-3)— 
This catalogue contains the very 
latest engineering facts and speci- 
fications on automatic sprinkler 
systems, high and low pressure 
carbon dioxide systems, smoke 
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detection systems, dry chemical 
systems, foam systems, firehose 
and extinguisher cabinets, fire hose 
racks and reels, portable extin- 
guishers and other accessories. Ask 
for Form S-62. The Fyr-Fyter Co., 
Customer Services Dept., Dept. 
HL3, 221 Crane St., Dayton 1. 


Aluminum roof coatings (3EL-4)— 
Eight page brochure on aluminum 
roof coatings containing application 
details, and complete specifica- 
tions. The Garland Co., Dept. HL3, 
3748 E. 91st St., Cleveland 5. 


Food service (3EL-5)—Brochure 
on equipment and systems specifi- 
cally designed for better hospital 
food service. W. H. Frick, Inc., 
Dept. HL3, 704 Citizens Bldg., 
Cleveland 14. 


Meat buyer guide (3EL-6) A buy- 
er’s illustrated guide and price list, 
so complete that a meat buyer 
can plan his selection, figure his 
cost and calculate his serving ex- 
pense without leaving his desk. 
Pfaelzer Brothers, Dept. HL3, 939 
W. 37th Place, Chicago 9. 


3545 Lindell Boulevard 
St. Lovis 3, Missouri 
Jefierson 5-6022 


WHEN WAS THE LAST TIME 
THEY WERE REVIEWED... 


And then put away for lack of funds? 


A public appeal for funds can turn plans into reality. 
Usually at less cost than the interest charges alone the 
first year on borrowed sums in the same amount . . . Always 
with no principal sum to repay... 


And it costs nothing to obtain a detailed study of how 
easily this can be accomplished. Just write or telephone 
any Lawson Associates office today. 


LAWSON ASSOCIATES... 


HOME OFFICE: 
53 North Pork Avenue - Rockville Centre, New York 
Rockville Centre 6-8000 
BRANCHES: 


24 North Wabash Ave. 
Chicago 2, lilinois 
Financial 6-4504 


430 West Monroe Street 2015 J Street 624-736 Granville St. 
Jacksonville 2, Fioride Sacramento 14, Calif. Vancouver, B. C. 
Elgin 3-3226 Hickory 6-5759 Mutuol 4-2618 


101 Jones Building 
Seattie 1, Washington 
Mutual 2-3691 
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Everyone in the hospital i 1S » enews with Fleet® Enema 


A Economy-minded administrators appre- cated, anatomically correct 2-inch rectal 
: ciate its time-saving convenience and _ tube. Patients enjoy a new freedom from 
- greater efficiency on every service.’* visceral discomfort and personal embar- 
Nurses, aides, and orderlies are freed from rassment...while doctors can rely on its 
o] tedious preparation and cleanup. They quick yet thorough action with only 41/4 
ce find the Fleet Enema easy to handle and __ fl.oz. of precisely formulated, standardized 
4 completely safe because of the pre-lubri- solution. 

4 Fleet Enema may be used with confidence for a variety on sodium-restricted regimens.3 Systemic absorption is 
4 of diagnostic and therapeutic purposes—even for patients _ negligible. 

- 

= 100 ce. contains: 16 Gm. sodium biphosphate and 6 Gm. sodium phosphate in 

4 4%-fl.oz. squeeze bottle. Pediatric size, 2% fl.oz. Also available: Fleet Oil 

Retention Enema, 4'4-fl.oz. ready-to-use unit containing Mineral Oil U.S.P. READY-TO-USE SQUEEZE BOTTLE 


1, Rainier, W.G., and Lee, 8.: Hospitals, Jan.1,1957. 2 Kehimann, W.H.: Med. Hosp. 84:104, May, 1955. 
3. Hellman, L. D.: To be published. 
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vs. the mew concept of ‘substitution” 


ECENTLY THE National Phar- 
maceutical Council, through 
its Hospital Pharmacy Representa- 
tive, posed four questions concern- 
ing the use of the formulary system 
in hospitals. Its stated purpose in 
formulating these questions was to 
encourage open discussions among 
hospital pharmacists and adminis- 
trators and representatives of the 
drug industry, in which the for- 
mulary system can be debated in 
an intelligent and mature way. 
The purpose of this article is to 
try to answer these four questions. 
The first question is: “Does the 
dispensing of a drug or brand of 
drug other than the one ordered 
by the physician, even where a 
hospital formulary exists, operate 
to place liability on the hospital 
or any of its personnel when the 
personal injury liability question 
is being litigated?”’ 

My answer is: This is a question 
of liability. Liability involves neg- 
ligence. To prove negligence in 
court, three facts must be estab- 
lished: (1) there is a duty to exer- 
cise care; (2) there is a nonexer- 
cise of that duty, and (3) as a 
result of the nonexercise of that 
duty, someone suffered damages, 
or was injured. 

I say where there is a formulary 
committee and a formulary that 
has been approved by the medical 
staff, there has been no dereliction 
of duty. In fact, just the reverse. 
A critical evaluation of available 
drugs in each therapeutic category 


estes F. Archambault, LL.B., D.Sc., is 
chief, Pharmacy Branch, Division of Hos- 
pitals, U.S. Public Health Service. 
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_ by GEORGE F. ARCHAMBAULT, D.Sc. 


The author answers four questions 
about hospital pharmacy practice 
posed by an organization represent- 
ing a segment of the pharmaceutical 
industry. The profession is being un- 
justly accused of unethical and illegal 
acts, the author writes, but in addi- 
tion to defending hospital pharmacy, 
he suggests that now would be a 
good time to review and strengthen 
the profession’s legal and ethical re- 
sponsibilities. 


has been made by the staff through 
its committee; therefore, there has 
been no lack of exercise of that 
duty. So the first two elements 
necessary to prove negligence 
charges are missing, and the 
charges could not stand. 


THE FORMULARY AND NONLIABILITY 


I do not believe that the dis- 
pensing of a drug, ordered by a 
trade name under a generic name 
policy, operates to place a mal- 
practice or negligence claim upon 
our hospitals, hospital administra- 
tors, physicians or hospital phar- 
macists. It is difficult for me to 
conceive that the use of a formu- 
lary system in a hospital, a sys- 
tem approved by the medical staff, 
could lead to the injury of a patient. 
The legal duty of the pharmacist, 
the administrator and hospital is 
quite clear—to furnish the drug 
called for under the system ap- 
proved by the medical staff treat- 
ing the patients. 

Blanket authorization or prior 


general approval by physicians to 
dispense by generic name may be 
given in several ways. 

1. Approval may be included in 
the language of the hospital medi- 
cal staff bylaws, rules and regula- 
tions. The following is from rules 
and regulations of one New York 
hospital: 

“The Hospital Pharmacy may 
dispense equivalent drugs for those 
ordered under a trade or proprie- 
tary name in the treatment of 
service inpatients and clinic out- 
patients.” 

2. Approval may be a blanket 
approval signed by each physician. 
The following agreement is used 
by a Minnesota hospital: 

“I understand that the 
Hospital Pharmacy has been dis- 
pensing according to generic or 
official names and that unless I 
specifically indicate, I authorize 
the Pharmacy to supply, in filling 
any of my prescriptions or drug 
orders, the drug under generic or 
official name which is identical 
with the brand name I may write. 
This authorization is valid until 
revoked in writing. 


DATE 


M.D.” 
When a staff physician is reap- 
pointed at this hospital, he signs 
the following acknowledgment: 
“I understand that at a regular 
staff meeting at Hospital 
in , the staff went on record 
to accept drugs by generic, N.N.D., 
U.S.P., N.F. name. This has raised 
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no problem in my prescribing at 
Hospital and I authorize 
the Pharmacy to continue this 
practice until I shall revoke it in 
writing. 

DATE 


M.D.” 

3. Another hospital, a research 

center, has printed on its hospital- 

use prescription blanks the fol- 

lowing: “Authorization is given for 

dispensing by generic name unless 
checked here. [ ] 


M.D.” 
In view of the above methods— 
all no doubt approved by hospital 
attorneys after conferences with 
state hospital association attorneys 
and possibly attorney generals’ of- 
fices and the intelligent evaluation 
of drug therapy agents by the 
members of the pharmacy com- 
mittees—it is the opinion of the 
writer that the use of a medical 
staff approved formulary system 
does not operate to place liability 
on the hospital or its personnel. 


THE HOSPITAL AS STAFF AGENT 


The second question is: “Does 
the hospital acting through the 


the prescription or medication or- 
der each and every time or can you 
obtain a blanket authorization”? 


THE TEST OF REASONABLENESS 


My answer is that the law of 
reasonableness must apply. Is it 
reasonable to expect the physician 
operating in a hospital atmosphere 
to give his permission each and 
every time when he has once so 
stated his wishes? If he gives per- 
mission once, a blanket authority, 
isn’t that enough? I do believe 
that’s what the courts will tell us 
when this issue is finally litigated. 

The third question is: “Where 
hospital formulary policies cause 
a delay in obtaining drugs not ap- 
proved by the formulary or where 
formularies state that proprietary 
name drugs are synonymous with 
official title drugs, can it be said 
that the hospital pharmacist is 


really discharging his duty with , 
an optimum of professional and 


ethical consideration and further, 
do these statements give full rec- 
ognition to the M.D.’s prerogative 
to select drugs’? 

My answer is: Do such hospital 


bidding; therefore, in addition to 
the use of high quality drugs, eco- 
nomic savings are passed on to 
their patients. If a physician or a 
group of physicians has faith that 
the hospital will stock only quality 
drugs from quality houses, what 
prerogative is lost? 

The fourth and last question is: 
“How can a board of pharmacy 
allow hospital pharmacists to dis- 
pense a drug or brand of drug 
other than the one prescribed 
without the board being accused 
of using a dual standard for phar- 
macy law enforcement’? 

The answer is really very simple: 
Pharmacists in hospitals do not 
dispense a different brand from 
the brand intended or prescribed. 
It is understood by all concerned 
that when the physician prescribes 
by trade name, the rules of the 
formulary system are such that the 
pharmacist may dispense a prod- 
uct under its generic name, unless 
the physician indicates by some 
means other than the writing of 
the name that he wants a particu- 
lar brand product only. An impor- 
tant point to remember is that a 


pharmacist in a corner drug store 
can do the same in his community 
pharmacy practice where he ob- 
tains such a blanket authority from 
his physicians. How can anyone 
claim that this is substitution when 


pharmacy policies actually cause 
delays? I know of no such situa- 
tion. I know that if a hospital 
needs a drug, whether it be in the 
formulary or not, it simply calls 
the local wholesaler. If it is an 


Pharmacy and Therapeutics Com- 
mittee have the legal power to 
authorize a hospital pharmacist to 
dispense a drug or brand of drug 
other than the drug or brand of 
drug prescribed?” | 


My answer is: The hospital it- 
self doesn’t have the authority. It 
is the medical staff that authorizes 
the hospital to so act. The physi- 
cians themselves have this author- 
ity. The hospital merely acts as 
the agent of the medical staff. 
When the Pharmacy and Thera- 
peutics Committee sets up a for- 
mulary system and the medical 
staff as a matter of policy approves 
the program and turns it over to 
the hospital for implementation, 
the formulary system is being 
properly conducted for the physi- 
cians. In other words, the hospital 
is only carrying out the profes- 
- sional mandates of its physicians. 
Could this be contrary to law or 
public policy or patient welfare? 

“And if permission is given to 
the physician”, the second question 
continues, “may it be given prior 
in time to the writing of the pre- 
scription or chart order’’? In other 
words, the questioner is asking, 
“Don’t you have to obtain permis- 
sion subsequent to the writing of 


emergency, the drug is immedi- 
ately sent out by the wholesaler, 
or a car is sent for it by the hos- 
pital. This is no different from the 
practice of the corner druggist. 
Certain drug wholesalers take pride 
in telling hospital personnel that 
in an emergency, they make prompt 
delivery. So I ask, isn’t this a 
“moot” question? 


THE FORMULARY AND MEDICAL RIGHTS 


The next part of the question 
asks in effect: “(Does the formulary 
service give recognition to the 
M.D.’s prerogative to select drugs?” 
I know of no physician, who un- 
derstands and operates under the 
formulary system discussed here, 
who has found fault with the sys- 
tem. In fact, physicians tell me 
they like it, because it gives them 
a medical staff committee proce- 
dure for the unbiased evaluation 
and stocking of drugs of the high 
quality they seek at the best avail- 
able market price. In many in- 
stances, this is through competitive 


the National Pharmaceutical Coun- 
cil definition reads, “‘the dispensing 
of a different drug or brand in place 
of the drug or brand ordered or 
prescribed without the expressed 
permission of the prescribing phy- 
sician’’? 


CHANGING DEFINITION OF 
‘SUBSTITUTION’ 


Some 28 years ago when I 
started to practice pharmacy, “‘sub- 
stitution” meant one thing—the 
dispensing of a wrong chemical or 
drug, one different from that pre- 
scribed. Only occasionally did we 
hear “substitution” then being ap- 
plied to trade vs. official name 
substances. Then came 1955 and 
the NPC definition for substitution 
that enlarged the meaning to in- 
clude a switching of brands with- 
out the expressed permission of the 
prescriber—a good definition and 
one that benefited patient care; a 
definition that in effect said phar- 
macy must respect the physician’s 
wishes for a particular brand. 
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Today, a new concept of substi- 
tution is being proposed. Its pro- 
ponents seek legislation to make 
criminal the dispensing of pre- 
scriptions or medication orders of 
a brand other than that called for 
on the prescription, even when the 
physician has given a blanket or 
prior consent or authorization for 
dispensing by generic name. In 
other words, some would say that 
the physician cannot prescribe by 
generic name unless he has the 
pharmacist call him each time, 
after the order or prescription has 
been written, in spite of having 
given prior blanket authorization. 

Only time will tell what the 
medical and dental professions, 
and the hospitals and the prac- 
ticing pharmacists of the country 
—whether in community, educa- 
tional, government or hospital 
practice—will say to our state 
legislators and the American peo- 
ple, when they seek our opinions 
as to the worth of such proposed 
legislation to the public health, to 
patient safety and to good hospital 
care. 

A final and important word. 
Hospital administrators and hospi- 
tal pharmacists do not have the 
“unwelcome” mat out for state 
pharmacy board officials and in- 
spectors as some of our pharma- 
ceutical journalists would have you 
believe. As individuals interested 
in sound medical and pharmaceu- 
tical service, they welcome such 
calls despite what some elements 
of pharmacy may say to the con- 
trary. Hospitals in Washington and 
Virginia, for example, have done 
an excellent job in conferring with 
all groups involved in hospital and 
nursing home patient care to work 
out mutually acceptable regula- 
tions for drug control in hospitals, 
clinics, nursing homes and homes 
for the aged. We need more of 
such cooperative planning at state 
levels. 


HOSPITAL-STATE BOARD RELATIONS 


The ideal working arrangement, 
in moving forward on this prob- 
lem at the state level, is first to 
study the laws and regulations 
pertaining to the practice of phar- 
macy and drug control in the state 
to determine which branch or 
branches of state government have 
authority to enforce these acts. 
The attorney general’s office can, 


FEBRUARY !, 1960, VOL. 34 


and will, make this survey on re- 
quest for state hospital associa- 
tions. This means research not 
only into pharmacy laws and regu- 
lations, but also into board of 
health, hospital licensing, nursing 
home licensing, food and drug, 
nursing and other laws and regu- 
lations, such as those governing 
narcotics, hypnotics, public safety 
and agriculture. 

Because most larger and many 
teaching hospitals recognize their 
responsibilities to the public in 
this area, state board of pharmacy 
members and board of pharmacy 
inspectors should be familiar with 
the approved nation-wide policies 
adopted by such hospitals relative 
to pharmacy practice and control 
—policies approved by the Ameri- 
can Pharmaceutical Association and 
the American Society of Hospital 
Pharmacists. If these points are well 
understood by pharmacy board 
members and inspectors, hospital 
officials can proceed to meet with 
officials of state hospital and nurs- 
ing home associations on this mat- 
ter, as well as jointly with all 
groups concerned (including hos- 
pital, medical, pharmacy, hospital 
pharmacy and nursing state asso- 


ciations, and state public health 
department officials, such as the 
drug control units and hospital and 
nursing home licensing authori- 
ties). In these meetings, mutually 
acceptable regulations and policies 
can be prepared, for approval by 
the office of the attorney general, 
that will give the public a safe 
enforceable pharmacy practice act 
for our hospitals, clinics and nurs- 
ing homes. 

State pharmacy board members 
have a heavy legal and moral ob- 
ligation and responsibility to see 
that citizens in hospitals, clinics, 
nursing homes and homes for the 
aged receive the same adequate 
and safe pharmaceutical service 
as is available at our community 
pharmacies. All pharmacists have 
this professional, civic and moral 
responsibility, and those serving 
on boards have a legal obligation 
in this area. The pharmaceutical 
needs of the aged, the disabled, 
the chronically ill and the short- 
term hospitalized patient must re- 
ceive constant surveillance by the 
pharmacy profession and hospital 
administration. We cannot fail in 
this public trust, be we pharma- 
cists or hospital administrators. ® 


NOTES AND COMMENT 


Hospital pharmacist honored 
at military surgeons meeting 


Vernon O. Trygstad, director, Pharmacy Service, Veterans Adminis- 
tration, Department of Medicine and Surgery, received the first annual 
Andrew Craigie Award at the 66th annual convention of the Association 
of Military Surgeons of the United States. 

The award honors the memory of the first me et General of 


U.S. military forces. Recipients of 
the award will be chosen annually 
by an honors committee of the 
Association of Military Surgeons. 

The award was established by 
Lederle Laboratories 
American Cyanamid Company, 
recognize outstanding achievement 
in the advancement of professional 
pharmacy in federal agencies. The 
award pays tribute to “the day-to- 
day detail and problem-solving 
that makes great achievement pos- 
sible.” 

Mr. Trygstad developed resi- 
dency training in hospital phar- 
macy in the Veterans Administra- 
tion in connection with graduate 
education at cooperating universi- 


ties. Mr. Trygstad is also president 
of the American Society of Hospi- 
tal Pharmacists. ba 
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Formal personnel program 


PERSONNEL MANAGEMENT IN SMALL 
ComMPANIEsS. Frances Torbert, Los 
Angeles, Institute of Industrial Re- 
lations, University of California, 
1959. 102 pp. 50 cents. 

The small company of 500 or 
fewer employees has an advantage 
in the fact that everyone under- 
stands the operation~of the busi- 
ness. Employees are usually com- 
patible and management usually 
understands the workers’ problems. 
If small companies are not taking 
advantage of this smallness, they 
are losing a natural advantage. 

Smallness itself is not the an- 
swer for good personne] relations, 
nor are personnel problems in the 
small organization different from 
problems in the large organization. 
This booklet points up the need for 
a formalized, centralized personnel 
program. Recruitment, selection, 
staffing, motivating and keeping 
good employees are all problems of 
the small organization. This book- 
let attempts to provide suggestions 
for alleviating these problems. 

The booklet contains sample per- 
sonnel forms and a good bibliogra- 
phy. The personnel management 
of the small company is very simi- 
lar to hospital personnel manage- 
ment. The reader will recognize 
many of the personnel problems 
facing the small company as prob- 
lems he is facing in his hospital. 

—JAcK W. OWEN 


Care of the infirm aged 


EFFECTIVE STANDARDS FOR INSTITUTION- 
AL CARE OF THE INFIRM AGED. Char- 
itable Research Foundation. Wil- 
mington, Del., The Foundation, 
1959. 271 pp. 

Commendation is due the Chari- 
table Research Foundation for 
sponsoring a study on this impor- 
tant national problem, and to the 
survey organization for a good 
presentation of what answers are 
available. 

Individuals and groups inter- 
ested in planning new facilities 
or improving existing institutions 
caring for aged and chronically ill 


persons will find this book very 
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helpful, if they can find a copy. 
The office of the Foundation has 
advised that a copy was sent to 
(1) each state department of pub- 
lic health, (2) public libraries of 
cities of 100,000 population or 
more, and (3) a limited number 
of other organizations, but that 
no more copies are available. The 
Asa S. Bacon Memorial Library of 
the American Hospital Association 
has only one copy which will be 
available for room use only. 

The reader’s ability to judge the 
validity and usefulness of the rec- 
ommendations on costs, sizes, serv- 
ices and staffing patterns is some- 
what limited by the lack of specific 
information on the number, sizes 
and locations of the institutions 
studied. Another lack is proper 
footnoting of the existing litera- 
ture used. 

The scope of the book includes 
care of the infirm aged in organ- 


izations ranging from the custodial 


institution without infirmary to the 
hospital. Attention is given to 
problems of financing, design and 
administrative management. The 
types of services needed for an ac- 
tive program of care and treatment 
are discussed. Questions on loca- 
tion, kinds of ownership and han- 
dling of different types of patients 
are also reviewed. 

The study concludes that most 
institutions do not now meet rea- 
sonable standards for care of the 
infirm aged. One major obstacle 
seen is how to pay for such care. 

According to the study, the most 
efficient and economical method of 
providing care is a large (500-600 
bed) combination facility with an 
integrated program. The hazards in 
conversion of older buildings to 
the purpose of care of the aged 
are also discussed. The study rec- 
ommends that the size of the facili- 
ties should be adequate to permit 
economical operation; that a small 
nursing home and a general hos- 
pital chronic illness service should 
be 50-60 beds in size. 

This study would be a useful 


also: 
Care of infirm aged 
Long-term care facilities 


reference for hospital trustees and 

other community groups interested 

in care for the sick aged. 
—BRrRYAN LOVELACE JR. 


Long-term care facilities 


INSTITUTIONAL CARE FOR THE LONG- 
TERM PATIENT; A Stupy or Hos- 
PITALS AND NURSING-FACILITIES IN 
MICHIGAN. Kenton E. Winter and 
Charles A. Metzner. Ann Arbor 
Mich., University of Michigan, 1958. 
137 pp. Free. (Bureau of Public 
Health Economics, Research Series 
No. 7). 

This study was initiated in 1955 
under contract with the Office of 
Hospital Survey and Construction. 
Under the terms of the Hill-Burton 
Act and its 1954 amendments, this 
office is the state-designated agency 
in Michigan for the allocation of 
priorities of need for hospitals and 
other facilities for the long-term 
patient, as well as the apportion- 
ment of funds. 

In order to carry out the basic 
intent of the Hill-Burton Act, it 
was necessary to establish a stand- 
ard of need for long-term care. 
This problem is approached in a 
systematic manner, utilizing and 
developing existing research theory 
and methodology. The authors con- 
cede that their findings are tenta- 
tive and that definite conclusions 
must await the establishment of 
facilities and examination of their 
utilization. 

Aside from its value in planning 
facilities for long-term care in 
Michigan, the study is interesting 
and valuable both for its research 
theory and for its methodology. It 
should be noted that the approach 
as well as the language is sophis- 
ticated and scholarly, and the 
reader who is untrained in research 
methods may find it difficult to 
follow. However, anyone who is 
concerned with the problems under 
consideration should gain valuable 
insights in return for the effort 
which might be required in read- 
ing this work.—JOsEPH Novey, De- 
partment of Physical Medicine and 
Rehabilitation, New York Univer- 
sity, Bellevue Medical Center. 
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Super Flaker Model DF-4. Makes 
up to 100 Ibs. of perfect crushed 
ice daily. Stores 40 Ibs. in self- 
contained insulated bin. 


Super Flaker Model SF-8. Makes 
a continuous supply of up to two 
tons of crushed ice daily . . . ideal 
for volume ice users! Takes only 
5 sq. ft. of floor space. 


Super Bin with Super Flaker. 
Choose among 16 models de- 
signed as companion units for 
Scotsman Super Flakers. Model 
shown stores 750 Ibs. of ice. 


Super Flaker 
Model SF-2F. 
Produces a 
continuous 
flow of up to 
550 Ibs. of 
crushed ice 
daily. Similar 
models are 
also available 
with daily 
capacities of 
350, 1050 and 
2000 Ibs. 


Super Flaker Model SF-3W- 
SFA. Makes up to 1050 Ibs. per 
day, stores 350 Ibs. Similar models 
make 200, 350 and 550 Ibs. daily. 


Model SD-2. Handy drink dis- 
penser makes and stores its own 
ice... up to 550 Ibs. per day! 
Single-head model also available. 


Modernize with Modern Ice...Step up to a 


SCOTSMAN! 


— 


Super Cuber Model DC-3. 
Makes up to 50 Ibs. of perfect 
cubed ice daily. Stores 35 Ibs. in 
self-contained insulated bin. 


Super Cuber Model SC-200F. 
Makes up to 225 ibs. per day, 
stores 150 Ibs. Similar model 
makes 110 ibs., stores 75 Ibs. 


Super Cuber Model SC-S00E. 
Makes up to 500 ibs. of 100% pure 
Super Cubes daily. Stainiess steel! 
bin stores 400 Ibs. of ice. 


DOZENS OF SCOTSMAN MODELS FOR EVERY ICE NEED! 
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SCOTSMAN 


NAME 


Please send complete details, 
including new “ideas on ice’”’ 
booklet on Scotsman ice Machines. 


ADDRESS 


CITY 


ZONE STATE 


MAIL TO: SCOTSMAN ICE MACHINES 
Quren Products Division, King-Seeley Corporation 
102 Front Street, Albert Lea, Minnesota 

EXPORT OFFICE: 56 Beaver, New York, N.Y. 
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fersonnel changes 


@ Carl A. Brunetto has been appointed 
assistant administrator of the Anne 
Arundel General Hospital, Anapo- 
lis, Md. He was formerly adminis- 
trative assistant at the Niagra Falls 
(N.Y.) Memorial Hospital. Mr. 
Brunetto is a graduate of the 
Emory University course in hos- 
pital administration. 


@ Kenneth C. Etcheson has been ap- 
pointed administrator of the Gra- 
ham Hospital, Canton, Ill. He was 
formerly assistant administrator of 
Huntington (N.Y.) Hospital. Mr. 
Etcheson is a graduate of the Uni- 
versity of lowa program in hos- 
pital administration. 


@ Donald Flynn has been appointed 
administrative 
assistant of Dis- 
trict of Colum- 
bia General 
Hospital. Mr. 
Flynn was for- 
merly an ad- 
ministrative as- 
sistant of the 
Cleveland Psy- 
chiatric Insti- 
tute and Hospi- 
tal, and is a 
graduate of the University of lowa 
program in hospital administra- 
tion. 


MR. FLYNN 


@ Harold R. Funk has been appointed 
executive director of Akron (Ohio) 
City Hospital. He was assistant 
director fromm 1953 until early 1958 
when he became acting executive 
director. He succeeds Worth L. 
Howard who died November 16. 


 @ Willis J. Gray, LL.B. has been ap- 
pointed director of Towne Hos- 
pital, Detroit. He served as dio- 
cesian hospital consultant to the 
Diocese of St. Augustine, Fla., dur- 
ing 1958 and was previously a 
hospital and diagnostic clinic con- 
sultant. 


@ J. Fred Gunter has been appointed 
administrator of Pineview Hospi- 
tal, Valdosta, Ga. He was formerly 
assistant administrator of Kenne- 
stone Hospital, Marietta, Ga. 


@ Mrs. Patsy Holden has been ap- 
pointed administrator of the 
Gainesville (Texas) Sanitarium. 
Mrs. Holden was formerly busi- 
ness manager of the sanitarium. 


@ John R. Jefferies has been appointed 
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administrator of the Primary Chil- 
dren’s Hospital, Salt Lake City, 
succeeding Harry B. Roby. Mr. 
Jefferies was formerly assistant ad- 
ministrator of the hospital. 


@ Gerhard A. Krembs has been ap- 
pointed administrator of Bingham- 
ton (N.Y.) City Hospital. He was 
formerly administrator of Bayonne 
(N.J.) Hospital and Dispensary. 
Mr. Krembs is a graduate of the 
Columbia University course in 
hospital administration. 


@ Lt. Lionel G. Price, USAF (MSC) has 
been appointed administrative di- 
rector of outpatient services at 
Fairchild Air Force Hospital, Wash- 
ington. He was formerly adminis- 
trative assistant at Methodist Hos- 
pital, Indianapolis. Lt. Price is a 
graduate of the Northwestern Uni- 
versity program in hospital ad- 
ministration. 


@ lewis M. Rampy has been ap- 
pointed administrator of the Santa 
Fe Hospital, Temple, Tex. He was 
formerly a member of the board of 
trustees of the Santa Fe Hospital 
Association. 


@ Robert R. Reed has been appointed 
administrator of the Maynard- 
McDougall Memorial Hospital, 
Nome, Alaska. He was formerly as- 
sistant administrator of the Jesse 
Lee Home, Seward, Alaska. 


@ Edward Rensch Jr. has been ap- 
pointed administrator of Wabash 
General Hospital, Mount Carmel, 
Ill., succeeding Lucille Batson. He 
was formerly administrator of 
Crete (Nebr.) Municipal Hospital 
and is a graduate of the Washing- 
ton University program in hospital 
administration. 


@ Lawrence Robinow has been ap- 
pointed assistant administrator of 
the Kaiser Foundation Hospital, 
San Francisco. He is a graduate 
of the University of California 
program in hospital administra- 
tion. 


@ Daniel H. Schwartz has been ap- 
pointed assistant director of Mon- 
tefiore Hospital, New York City. 
He was formerly assistant to the 
executive director of National Jew- 
ish Hospital, Denver. Mr. Schwartz 
has also served as national deputy 
director of public education for 
the American Cancer Society. 


@ Harold £. Springer has been ap- 
pointed hospital 
business admin- 
istrator at Pe- 
oria (Ill.) State 
Hospital. He 
was formerly 
administrator of 
Memorial Com- 
munity Hospi- 
tal, Edgerton, 
Wis. Mr. Spring- 
er is a graduate 
of the North- 
western University program in 
hospital administration. 


@ John B. Warner has been appointed 
administrator of Firmin Desloge 
Hospital, St. Louis. He succeeds 
Sister Mary Clementia, $.5.M., who will 
remain the Sister Superior of the 
Sisters of St. Mary associated with 
the hospital. 

Mr. Warner has been associated 
with the St. Louis University since 
1955 when he was appointed as- 
sociate director of Firmin Desloge 
Hospital, the main teaching hos- 
pital of the university’s School of 
Medicine. 


@ Charlies E. Welch has been ap- 
pointed administrator of Memorial 
Community Hospital, Edgerton, 
Wis. He was formerly assistant 
director of Rockford (Ill.) Memo- 
rial Hospital and is a graduate of 
the State University of Iowa pro- 
gram in hospital administration. 
(See also Springer item.) 

@ Kenneth D. Wicks has been ap- 
pointed admin- 
istrator of the 
Selma (Calif.) 
District Hospi- 
tal. He was for- 
merly adminis- 
trative assistant 
of Modesto 
(Calif.) State 
Hospital. Mr. 
Wicks is a grad- 
uate of the 
Washington 
University course in hospital ad- 
ministration. 


Special Notes 
@ Colonel John W. B. Barr, M.D., has 
been awarded the 1959 Robert 
Wood Johnson Award by the Uni- 
versity of Toronto. This $1000 
award is made annually to the 
member of the class in the School 
‘(Continued on page 99) 
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| ARCTIC 

SURGICAL 
LIQUID SOAP 


cP 
_ Colgate. Palmolive Company 


Arctic Hexachlorophene 
Surgical Liquid Soap, U.S.P. 


Conforms to U. S. Pharmacopeia requirements 
when diluted as directed. Excellent lathering and 
rinsing qualities. 

Remains clear even at low temperatures . . . does 
not develop a rancid odor on aging. Works in 
hard or soft water. Gentle enough for facial use. 
Available in 1-gal. cans, 5-gal. pails and 30-gal. 
and 55-gal. drums. 


Because cleanliness is so vital in the hospital field, 
more and more hospitals look to Colgate for cleanliness 
maintenance products. Our technical staff is ready to help 


with your soap and detergent problems. 


Company 


Ta 300 Park Avenue, N. Y. 22, N. Y. 
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Colgate-Palmolive 


Ga. Chicago 1}, Ill. Kansas City 11, Mo. ¢ Oakiand 12, Calif. 


Coleo Laboratory Glassware 


and Surgical Instrument Cleaner 


Specially formulated to clean all kinds of glass- 
ware, instruments, rubber, plastic and enamel- 
ware in hospitals and clinical and industrial labo- 
ratories. Easy on the hands, Coleo dissolves read- 
ily—cleans thoroughly—rinses freely. Highly ef- 
ficient blood-removal action. 


Available in 5-lb. cans (6 to the case) and in 
50-lb. and 100-lb. drums. 
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Planning made the difference: 


NO SURPRISES IN THIS EMERGENCY POWER DRAMA 


by DAVID J. BYERS 


OMENTS AFTER midnight on 

March 23, 1959, the lights 
flickered and blacked out in the 10 
floors of The West Building at the 
Buffalo General Hospital. In rapid 
succession, in the remaining four 
connected and adjacent buildings 
composing the hospital, the same 
transformation from full power to 
a complete shutdown of electrical 
service occurred. 

More than two years of nego- 
tiation, planning and construction 
culminated in the installation of a 
750-kw emergency power gener- 
ator; it was about to be “cut-in”’. 
Teams of electrical engineers and 
technicians, combined with a 
heavily supplemented staff of reg- 
istered nurses and other hospital 
personnel, took every precaution 
to make sure that the work of the 


David J. Byers is assistant director, The 
eral Hospital, Buffalo, N.Y. 
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An unexpected power failure of 
several hours duration triggered an 
action program in this hospital to pro- 
vide adequate emergency power dur- 
ing any future outside power failure. 
The author describes the entire proc- 
ess—from planning through installa- 
tion to operation—by which his hos- 
pital safeguarded its patients. 


“cut-in” would go as smoothly as 
a delicate surgical procedure. Their 
success is indicated by the fact 
that very few of the 585 patients 
were aware that an unusual situa- 
tion existed. 

What events led to the delivery 
in November 1958 of this 16% 
ton, giant, diesel-driven generator 
capable of handling the hospital’s 
entire power load for an indefinite 
period? The triggering force was a 
power failure which blanketed the 
Niagara Frontier on April 27, 1956, 


THE chief engineer and the 
assistant director of the hos- 
pital inspect the new emer- 
gency power unit with the 
county civil defense director. 


and held the area in its grasp for 
a matter of hours. Miraculously, no 
patient fatalities occurred during 
this forced blackout, but the dan- 
ger existed and the warning was 
apparent. Investigation of sources 
of emergency power was begun at 
once. When Fraser D. Mooney, 
M.D., the hospital director, was ad- 
vised that federal civil defense 
funds would be available to defray 
half of the purchase and installa- 
tion costs of a generator of suf- 
ficient capacity to provide 80 per 
cent of the hospital’s peak demand 
load, negotiation was immediately 
begun with county civil defense 
authorities. 


Originally, a study was prepared 
covering only minimal power re- 
quirements sufficient to operate 
the following: 


HOSPITALS, J.A.H.A. 


| 
— 
7 
# 


1. Oxygen tents, respirators and 
suction machines. 

2. One elevator to service the 
maternity department on the 
eighth floor and surgery on the 
fourth floor. 

3. Lights in corridors and stair 
wells to prevent accidents. 

4. Kitchens. | 

5. Mechanisms for temperature 
controls and vacuum pumps on the 
heating system. 

6. The x-ray department. 

A review, however, suggested 
that such coverage at best would 
be spotty and that further study 
would be in order. To the patient 
in the iron lung, on the operating 
table, depending on a suction ma- 
chine, or in any critical situation, 
nothing less than complete and in- 
stantaneous reserve power could 
be sufficient. 


After rechecking Civil Defense 
Manual M 25-1, Chapter 10, “En- 
gineering Contributions”, we de- 
cided that the hospital required a 
750-kw generator which would 
start immediately upon receiving 
a signal that the normal source of 
power had failed. The final pur- 
chase order, therefore, specified a 
750-kw, 4160-volt, diesel-engine- 
driven, emergency power genera- 
tor with automatic start up and 
transfer system and fuel tanks 
holding sufficient fuel for 72 hours 
of continuous operation. 

The sequence of operation is as 
follows: upon failure of normal 
incoming voltage, a transfer switch 
automatically starts the diesel en- 
gine and sets off an alarm horn 
and signal light in the engineer’s 
office. Once the diesel engine at- 
tains sufficient speed to produce 
rated voltage, the generator cir- 
cuit breaker automatically closes, 
feeding emergency power through- 
out the hospital buildings. 

When normal power is restored, 
an alarm and signal light are ac- 
tuated in the engineer’s office. 
He manually resets the transfer 
switch, which automatically trips 
the emergency generator circuit 
breaker and stops the diesel. 

Under civil defense specifica- 
tions, it was determined that 
matching federal funds covering 
half the cost of a generator fur- 
nishing 80 per cent of the hos- 
pital’s demand load could be ob- 
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tained on the purchase of a 650-kw 
unit. To provide a further safety 
factor, however, it was agreed that 
an order would be placed for a 
750-kw emergency power genera- 
tor with the hospital paying the 
added cost. The fact that a sizable 
rewiring job would be required if 
equipment supplying 80 per cent 
of the power requirements of the 
hospital were purchased decided 
this. The cost of running lines to 
selected areas would have come 
very close to equaling the added 
cost of a generator capable of car- 
rying the entire hospital load. 
Events moved rapidly as bids on 
such an installation were asked 
for, received, submitted to the lo- 


cal civil defense office and ap- 
proved. Construction was begun 
and the job of preparing the site 
for the generator with its oil stor- 
age tanks, switch panel and other 
necessary items got under way. 
Excavation was begun for the lay- 
ing of a conduit connecting the 
generator with the hospital power 
panel in another building approxi- 
mately 50 yards away. An area ad- 
jacent to the office of the chief 
engineer was selected and made 
ready for the equipment. A 10-ton 
concrete bed with special vibration 
dampeners was laid and on Nov. 
27, 1958, delivery of the long 
awaited equipment was made. 
During the four months neces- 


DEAR DOCTOR: 


power source: 


tion to these cases. 
light. 
with light. 


supplied with light. 


tion on the following: 


the very latest. 


task less difficult. 


Director 


March 16, 1959 


RE: POWER CHANGE-OVER 


Our new 750-kw Electric Power Generator is going to be 
“hooked up” to our regular power service next Sunday night, 
March 22nd. In order that this power hookup may be made, it 
is necessary that we be without electric power commencing 
at midnight, Sunday night, for a period of from four to six 
hours. This will mean no elevator service—no lights—no 
motors of any kind, with the following exceptions which will 
be supplied with power from a source other than our regular 


A. All cases requiring suction will be moved to EB-30 which 
will previously have been evacuated to give accommoda- 


B. The Nurseries on the 7th and 8th floor will be supplied with 
C. Blood Bank on 3rd floor, East Building, will be supplied 
D. Emergency Surgery and a small lab adjoining will be 


Other areas of the hospital will be supplied with a minimum 
amount of light from emergency battery lights, candles and 
flashlights. Seriously ill patients will have a nurse, aide, or 
attendant at the bedside. Now may we request your coopera- 


1. Patients admited on Sunday must be here by 2:00 P.M. at 


2. We would like to have as low a census as possible on Sun- 
day night. Any patients you can discharge will make our 


3. Doctors entering the hospital after midnight on Sunday 
night will have to identify themselves in order to be ad- 
mitted as each door will be covered by a police officer. 

Most sincerely yours, 
THE BUFFALO GENERAL HOSPITAL 
Fraser D. Mooney, M.D., C.M. 


LETTER addressed to staff physicians by the hospital director to request their cooperation prior 


to and during the emergency period. 
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TO OUR PATIENTS: 


hours of Monday morning. 


within calling distance. 


Director 


We have installed an emergency electric generator to pro- 
vide electricity in the event of power failure. 

To connect this to our switchboard will require a period of 
four to six hours without any electricity in most of the Hospi- 
tal. This will be done at midnight, Sunday night and the early 


Extra nurses and nonprofessional help have volunteered 
their services so that your needs will be cared for promptly. 
Your call light will not operate, but a nurse stationed in your 
corridor will look in on you at frequent intervals. 

Most patients will be sleeping and unaware of this, but we 
want you to know that this change-over is going on. If you 
awaken, you need not be apprehensive as someone will be 


Most sincerely yours, 
THE BUFFALO GENERAL HOSPITAL 
Fraser D. Mooney, M.D., C.M. 


March 19, 1959 


LETTER addressed to ail inpatients by the hospital director to apprise them of the need for the 
blackout and to assure them they would be given adequate patient care. 


sary to prepare the unit for in- 
stallation and incorporation into 
the hospital’s power system, much 
remained to be done. In planning 
sessions, the following contingen- 
cies were considered and covered 
for the six hours during which the 
hospital would be blacked out: 

1. Gasoline-driven generators 
would have to be brought in to 
furnish power to the maternity 


_jdepartment on the seventh and 


eighth floors. 

2. Emergency surgery on the 
ground level would need to be 
lighted with special lines run in 
from a transformer on the street, 
and rooms here were equipped to 
handle either a major surgical 
emergency or a delivery which 
might arrive at the hospital with 
but moments to spare. 

3. The possibility that on any 
given day there might be as many 
as 30 patients depending upon 
power-operated suction devices. 
To accommodate these patients, it 
was decided to group them on one 
ward for the duration of the black- 
out and to run a special line into 
this unit, and the blood bank ad- 
joining it, to service the needed 
equipment. 


THE OPERATIONAL STAGE 


With the exception of these three 
widely separated areas and the 
scene of the installations, person- 


nel in the entire block of buildings 


depended chiefly upon flashlights’ 


to find their way through corridors 
during the shutdown. Battery- 
powered, double beam lights were 
placed in strategic spots and long- 
burning candles illuminated all 
nursing stations. Many employees 
had volunteered to work extra 
shifts or gave up the weekend off to 
assist in this time of need, includ- 
ing more than 70 student nurses, 
who, within minutes of the first 
request for added help, oversub- 
scribed the quota. This spirit per- 
vaded the entire operation, en- 
couraging everyone connected with 
its planning to feel that success 
was practically guaranteed. 
Engineering and maintenance 
department staff members were 
assigned to each floor. With a 
stock of new batteries and the 
knowledge each of them possessed 
of the buildings, they guaranteed 
that there would be lights to carry 
on necessary work and that there 
would be no mechanical problems. 
Sufficient nurse assistants and at- 
tendants were available and as- 
signed to every unit to cover every 
conceivable need. In addition, a 
stand-by group was held on an 


' emergency alert status. Coffee, 


milk and fruit juice stations were 
established at several convenient 
locations around the hospital. 

All but three entrances were 


closed. Those remaining open were 
covered by uniformed guards who 
were instructed to stop, interro- 
gate and direct all those seeking 
admission to the hospital. Two 
other guards were assigned to pa- 
trol the interior of the buildings 
and another pair patrolled the 
areas surrounding the hospital. To 
complete the security arrange- 
ments, the police and fire depart- 
ments were alerted to the opera- 
tion and the former intensified 
their coverage of the area. 

As the minutes ticked away to 
midnight, the people assigned to 
the various areas began to make 
their final rounds. Graduate and 
student nurses checked each pa- 
tient. Each of those on the “seri- 
ous” list had a person at his bed- 
side all night. At midnight, March 
22, 1959, the hospital’s 11 elevators 
were brought to the basement level 
and locked in place. On the nursing 
units, flashlights were checked for 
the umpteenth time and found 
ready. A general air of expectant 
excitement prevailed. 

Although the events that fol- 
lowed were expected, an almost 
audible sigh went through the hos- 
pital when darkness struck. From 
that moment on, there was an air 
of purpose as one moved through 
the darkened corridors guided only 
by the beam of an emergency 
lamp, or as one stopped to talk 
quietly at a candle-lighted nursing 
station. Any doubt that the long 
hours of planning and preparation 
had been worthwhile was dis- 
pelled. Each employee, no matter 
what his job, reacted as though 
the entire success of the program 
depended on him! 


THE HAPPY AFTERMATH 


In addition, the gods who follow 
the fortunes of hospital adminis- 
trators smiled on Buffalo General 
that night. Only two prospective 
patients appeared in emergency 
surgery. 

Because of the fine assistance 
all gave to this endeavor, daylight 
found the last touch being put to 
the installation following two suc- 
cessful tests. A weary but happy 
crew of contractors, electrical en- 
gineering personnel and hospital 
employees sat down to breakfast 
in the hospital dining room, con- 
tent that they had had part in a 
job well done. bl 
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CLEAN AND DESTROY BACTERIA IN ONE STEP 
WITH NEW DI-CROBE GERMICIDAL CLEANER 


For the first time, a soapless anionic 
detergent and a phenolic germicide 
have been successfully combined. 
Di-Crobe Germicidal Cleaner cleans, 
disinfects and deodorizes most hos- 
pital surfaces in one easy step. 
Di-Crobe is bactericidal under use 
dilutions. Quick-cleaning action and 


germicidal power remain stable, even 
when exposed to heavy soil. Hard or 
cold water may be used without fear 
of creating a soap film or of destroy- 
ing conductivity. 

Di-Crobe kills a broad spectrum of 
microbes, including resistant Staph, 
at very high dilutions. When not 


rinsed, Di-Crobe leaves a lasting anti- 
bacterial blanket. It is also non-toxic 
and non-irritating. See our represent- 
ative, the Man Behind the Hunting- 
ton Drum, for full details and send 
for the Di-Crobe Germicidal Cleaner 
Research Bulletin to get annotated 
test results. 


Where research leads to better products... | U Ad Ti GTO | | 


HUNTINGTON ae LABORATORIES ~- HUNTINGTON, INDIANA « Philadelphia 35, Pennsylvania « /n Canada: Toronto 2, Ontario 
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PART ONE OF A TWO-PART ARTICLE 


TWO TYPES OF TRAY SERVICE 


STUDIED SIDE BY SIDE 


FAVORITE topic of discussion for 

hospital administrators and 
directors of food service is the 
relative merit of centralized and 
decentralized tray service in hos- 
pitals, Attempts to compare ob- 
jectively the relative merits of 


_ these two main types of tray serv- 


ice have been unsuccessful in most 
part due to the presence of im- 


‘portant differences in institutions 


utilizing the two types of service. 

Even with uniform accounting 
practices and personnel policies 
used by some city hospital councils 
and state hospital associations, 
comparison of different types of 
tray service in different hospitals 
may be affected by variables im- 


_ possible to control. 


These variables may be due to 
differences between the hospitals 
themselves, such as dissimilar 
physical layouts or patient popu- 
lations. In the dietary departments 
there may be variations in the 
quality of raw food and its prepa- 
ration, in the quality and quantity 


John D. Thompson is research associate 
in the Department of Public Health, School 
of Medicine, Yale University, New Haven, 
Conn. At the time of the study Jane Hart- 
man was food service consultant, Project 
for Improved Personnel and Dietary Ad- 
ministration, Connecticut Hospital Associa- 
tion, New Haven. Miss Hartman is now in 
private practice as a food service consult- 
ant. Robert J. Pelletier is research assist- 
ant, Department of Public Health and 
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by JOHN D. THOMPSON, JANE HARTMAN 
and ROBERT J. PELLETIER 


Centralized and decentralized tray 
service, operating at the same time on 
similar inpatient units at Stamford 
(Conn.) Hospital, were compared to 
determine differences in (1) patient 
acceptance, (2) temperature of food 
as it is presented to the patient, and 
(3) direct personnel time and labor 
costs per patient meal served. In Part 
I of the article, which appears in this 
issue, the authors present in detail the 
results of their investigation of patient 
acceptance of the food and the tem- 
perature of the food as served to pa- 
tients on the two systems. In Part II 
of the article, which will appear in the 
February 16 issue, the authors report 
and compare the amounts of direct 
personnel time and labor cost required 
per meal served on the two systems. 


of dietary supervision, or in the 
responsibilities assigned to the die- 
tary personnel. Most of these vari- 
ables could be controlled only by 


Architecture, Ya'e University, New Haven. 

The study reported in this article was 
conducted cooperatively by the Department 
of Public Health of Yale University and the 
Connecticut Hospital Association under 
United States Public Health Service Grants 
W53C and W7(C2). 

The authors gratefully acknowledge the 
assistance of the administrative =-nd dietary 
staffs of the Stamford (Conn.) Hospital in 
the conduct of this study. 


the study of the two types of serv- 
ices in the same hospital. 

Unfortunately, most reports of 
the two systems in the same hos- 
pital were made after one type of 
tray service replaced another. 
Therefore, the existence of a hos- 
pital which was simultaneously 
operating a centralized and decen- 
tralized tray service would offer 
a rare research opportunity. Such 
was the case at Stamford (Conn.) 
Hospital, which served as the study 
hospital for this report on central- 
ized and decentralized tray serv- 
ice. Further exploration of this 
institution by a dietary consultant, 
architect, and research associate 
in hospital administration disclosed 
that, by chance, many of the 
bothersome variables mentioned 
previously did not exist at Stam- 
ford Hospital at the time of this 
study. 

Before detailing the criteria, 
procedures and results of the 
Stamford Hospital study, it would 
be well to review some of the 
major claims of proponents of each 
of the systems. 

The proponents of centralized 
tray service base their claims of 
superiority on three main argu- 
ments: 

® Less food waste through por- 
tion control, because trays for all 
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pickles and olives from KRAFT 


Kraft pickles and olives are a natural for easy 7 
operational control. They are carefully graded 
and sized. Portion cost can be quickly calcu- 
lated from the average count per jar or tin. 
In planning and pricing your menus, olives 
and pickles can be a big help. They 
embellish a dish tastefully, making 
customer satisfaction perceptibly 
greater. This paves the way for 
a better selling price...... and 
profit margin. 
Placed decoratively on a plate, 
or held by a pick, these color- 
flavor accents do a big “selling 
job” at remarkably little cost. Look 
over the full line when your Kraft 
man calls. 
Kraft Pickles: Sweets, sours, dills, fresh-pack 
and processed; whole, spears, halves, slices, 
cross-cuts, relish. All crisp, juicy and fine- 
flavored. Gallon jars, No. 10 tins. 
Kraft Olives: Ripe, in 6 sizes, 158 to 466 count 
per No. 10 tin; Queens and Manzanillas, plain, 
pitted or pimiento stuffed. Ripe are the best 
grade from California; green are prime-qual- 
ity imports from Seville. Green are packed in 
gallon jars, ripe in No. 10 tins. 


TIC-TAC-TOE: One Kraft Ribbon Slice cut into four 
strips and a pimiento olive in thirds make this cheese- 
burger a captivating menu feature. Colesiaw, a sweet 
gherkin and shoestring potatoes add their appetizing 


SATELLITE SANDWICH: bit to delight the diner. 


Orbiting olives on saucering 
pickle chips make this ham 
salad and tomato “Jr. Club"' a 
popular specialty in a Florida 
sandwich shop. 
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Made with Cricken Fat 


Onion Soup] ase 


There's rich satisfying flavor that pa- 
trons savor in a bowl of Chicken 
Noodle Soup made from the Kraft 
Base. Parsley adds taste and color. 


BE PORTION-READY 
WITH KRAFT 


KRAFT INSTANT COCOA. You never 
miss a hot chocolate sale when you keep the new 
packets of Kraft Instant Cocoa on hand. Just pull 
tab on airtight envelope, pour contents (1%6-o0z.) 
into cup of hot water, stir and serve—a delicious, 
? satisfying drink. 
ae Many operators prefer these Kraft “individuals” 
all the time; others mainly for off-peak periods 
when the automatic dispenser is not in use. In either 
case, their hot chocolate cus- 
tomers are never disap- 
pointed . .. and another 
profitable sale is made. 
Kraft Instant Cocoa has a creamy, 
dark-rich chocolate color and deep- 
strength flavor. Besides packets, it's 
available (1%, 5, 25 and 100 Ibs.) for 
hot chocolate dispensers and vending 


machines. Chocolate syrup comes in 
2%-lb. tins, 24 to a case. 


SOUP DU JOUR A LA KRAFT... 
Make 106 portions (6-0z.) at .017 per serving from each 1-lb. jar of Kraft Soup Base 


It’s a cinch to serve soups of chef-made quality without cooking meat and bones long hours 
in a stock pot. Merely stir Kraft Soup Base into hot water and the job’s done! Optionally, 
rice or vegetables (for example) may be added. Then simmer briefly and serve. 
Couldn’t be easier ... or the results better. And how simple it is to prepare exactly the 
number of portions required for each meal period. Costs only a few pennies per serving. 
Kraft Soup Bases are so superior that many continental chefs use them daily. They'll ful- 
fill your expectations, too. Place an order on your Kraft man’s next call! 


KRAFT .. for good food and good food ideas 
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diets are loaded in one central and 
well supervised location. 

@ More economical tray service, 
since it takes fewer personnel to 
load trays under the centralized 
system. 

® Reclamation of valuable bed 
space when floor serving pantries 
are eliminated on patient units. 

Those who prefer decentralized 
tray service claim many advan- 
tages; the three most commonly 
mentioned are as follows: 

1. Decentralized tray service 
permits more personalized patient 
service because the floor serving 
pantry is located only a short dis- 
tance from the patient. 

2. Decentralized service results 
in hotter food to the patient when 
dietary department personnel de- 
liver the trays. 

3. Decentralized tray service is 
more flexible and consequently can 
respond more quickly to changes in 
diet requirements on _ inpatient 
units. 


HISTORY IN REVIEW 


These arguments are not new; 
‘they have been offered and have 
been countered many times through 
the years. The May 1914 issue of 
The Modern Hospital carried the 
following observation: “By send- 
ing the food to the ward in which 
it is to be served, and having it 
again well heated if necessary be- 
fore serving, much better service 
can be effected. A central serving 
room in which all trays are served 
is certainly a great convenience, 
but it is nearly impossible to send 
trays to distant parts of the house 
and keep the food hot in transit.”’! 

In 1928, S. S. Goldwater, M.D., 
in the same journal stated, “The 
number of hospitals that are set- 
ting up food trays, especially the 
trays of private patients, in central 
kitchens is considerably greater 
than in 1913.”2 

In the opinion of the authors, 
the development of the electrical- 
ly-heated bulk food truck tipped 
the scales of prevalent practice 
to the decentralized system. In the 
March 1948 issue of The Modern 
Hospital, we read, “With an insti- 
tution whose physical plant is 
spread over a wide area... de- 
centralization [of tray service] be- 
comes mandatory.” To continue 
the recommendation, “From the 
standpoint of economy, decentrali- 
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zation in the vertical plant is pref- 
erable. .. . It is possible to reduce 
the number of employees. . . . The 
food will reach the patient in much 
better condition than if it were 
brought varying distances from a 
central serving area.’’3 

Recent developments in hot and 
cold tray conveyors and the ac- 
ceptance of the philosophy by 
many persons that the dietary de- 
partment should be responsible for 
tray service to the patient have 
resulted in a recent swing to cen- 
tralized tray service.* 


STUDY HOSPITAL 


Stamford Hospital is a 308-bed, 
voluntary, nonprofit community 
hospital with a physical plant that 
is far from ideal. A series of “build- 
ing programs,” based on the hori- 
zontal approach, resulted in a series 
of pavilions three and four stories 
high. The usual drawbacks of con- 
necting passageways, decentralized 
elevators and outmoded buildings 
characterized the physical facili- 
ties of the study hospital. 

The main kitchen area was small 
(2310 sq. ft.) and was not planned 
for centralized tray service. A 
portable tray assembly table was 
improvised by the hospital for 


centralized tray assembly. This 


activity was carried out in the 
main kitchen between the cooking 
area and the pot washing machine. 
The dietary department was ad- 
ministered by a dietitian who is 
a member of the American Dietetic 
Association, and she was assisted 
by two other ADA dietitians and 
eight food supervisors. The dietary 
department was completely re- 
sponsible for patient food service 
up to and including delivery of 
the tray to the patient. 
Physically, four of the 11 inpa- 
tient units at Stamford Hospital 
were on centralized tray service 
and accounted for a total of 133 
out of 308 beds. More importantly 
for the study, two of these inpatient 
units were very similar in physical 
layout, clinical service allocation, 
and distance from the main kitchen 
as were two units on decentralized 
tray service. Both systems were, of 
course, under the supervision of 
the same dietary department. Food 
for both systems was prepared in 
the same kitchen, and it was only 
at the point of service that differ- 
entiation in the handling of the 


food took place. Food for units 
serviced by the decentralized tray 
service operation was loaded into 
bulk food conveyors which were 
transported to the floor serving 
pantries. Food for units serviced 
by the centralized tray service op- 
eration was assembled on trays in 
the main kitchen and the trays 
were transported to the floors in 
hot and cold tray trucks. 


The two tray service systems 
were operating side by side in the 
hospital. The reason for the double 
tray service was that the hospital, 
with the exception of the pediatric 
service, was in a period of transi- 
tion from a completely decentral- 
ized tray service system to a com- 
pletely centralized one. The first 
centralized tray truck had been 
put into service approximately 18 
months prior to the study. Cen- 
tralized tray trucks were, there- 
fore, accepted as routine procedure 
by dietary supervisory and opera- 
tive personnel. 

The fact that Stamford Hospital 
was in a period of transition was 
one possible source of bias, since 
each group of personnel—super- 
visory and operative—was con- 
vinced that the system they were 
working with was superior. The 
advent of the study team in the 
hospital might well have influenced 
personnel to do a little better job 
than ordinarily. For this reason, 
only top level dietary supervisory 
personnel at Stamford Hospital 
were acquainted with the reason 
for the study. 

Fortunately, the Connecticut 
Hospital Association was offering 
dietary consultation to its member 
hospitals at the time of the study. 
The presence of its consultant and 
other outsiders observing and 
measuring the dietary service was 
not, therefore, too disturbing to 
personnel. It is the opinion of the 
research team that their presence 
did, however, slightly affect the 
quality of work on the decentral- 
ized tray service units. If any such 
bias did exist, it would be towards 
increased quality of service on 
these decentralized units as the 
study progressed. 

It would seem, even with the 
previously mentioned possibility 
for bias, that a natural study op- 
portunity existed, where every 
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possible advantage of both types 
of tray service could be isolated 
and evaluated. Unfortunately, this 
approach could only be adopted 
by disrupting the activity to be 
assessed. The study team was in- 
terested in measuring and deter- 
mining important differences, if 
any, between the two systems un- 
der routine operating conditions. 
It was for this reason, for example, 


~- that exact measurement of por- 


tion sizes could not be attempted. 
Weighing portions and weighing 
and evaluating the offset of usable 
returns from the decentralized 
trucks would have grossly inter- 
fered with the routine operation 
of the hospital dietary service and 
was not, therefore, attempted. 

It was decided to test only the 
following three hypotheses in the 
study: 

1. There is no difference in pa- 
tient satisfaction between the in- 


patient units utilizing the two 


types of tray service. 
2. There is no difference, ac- 
cording to type of tray service, in 


the temperature of the food as it 
is presented to the patient. 

3. There is no difference in the 
amount of labor required for cen- 
tralized tray service and that re- 
quired for decentralized tray serv- 
ice. 


PATIENT SATISFACTION 


Method. Patient satisfaction was 
measured by patient interviews, 
using a pretested questionnaire. 
Questions asked each patient con- 
cerned his general opinion of the 
previous meal served, satisfaction 
with the temperature of the food 
served, the size of the portion, 
and his general comments about 
the meal. 

The questionnaire was tested in 
two other hospitals in the state 
before it was used in the study 
hospital. The study hospital rated 
significantly higher than one of the 
tested hospitals and slightly higher 
than the other one in the patients’ 
general opinion of the meal and 
satisfaction with the temperature 
of the food served. The rating of 


patients in the study hospital co- 
incided with the Connecticut Hos- 
pital Association dietary consult- 
ant’s assessment of the quality of 
the service. The results of the 
questionnaire were then felt to be 
a valid reflection of patients’ opin- 
ions about the food, and it was 
sensitive enough to pinpoint a 
problem in the serving of ice cream 
in one of the hospitals where the 
questionnaire was used. 

The primary purpose for using 
the questionnaire in the study was 
not to delineate patients’ opinions 
about the over-all quality of the 
food service, although this evalua- 
tion was a by-product of the inter- 
views. The primary purpose was 
rather to determine differences of 
opinion, if any, on different kinds 
of tray service among patients in 
the same hospital. 

A total of 140 patients were in- 
terviewed on four inpatient units 
of similar medical-surgical desig- 
nation. No obstetrical or pediatric 
patients were interviewed. The 
selection of patients to be inter- 


NEED MENU PLANNING 


The Hospital Food Service Manual provides details of menu 
planning as well as information on preparation of food 
orders, purchasing, storage and service, care of equipment, 
personnel and accounting. 1954. 306 pages. 
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Order Control Division 


AMERICAN HOSPITAL ASSOCIATION 


840 North Lake Shore Drive 
Chicago 11, Iilinois 
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viewed was done by the research 
team in cooperation with the nurs- 
ing staff of Stamford Hospital. In 
order to achieve an inclusive repre- 
sentation of patient population, 
every patient who was considered 
“well enough” by the head nurse 
on the units studied was inter- 
viewed. 

Sixty-nine of the 140 patients 
interviewed received their meals 
on the centralized system and 71 
on the decentralized system. 

Because it was felt that the type 
of diet ordered might influence the 
patients’ answers to the question- 
naire, approximately half of the 
patients interviewed were being 
served the regular diet and half 
of them modified diets. Patients 
on modified diets who were inter- 
viewed received approximately the 
same kinds of modified diets, re- 
gardless of the type of tray service. 

Results. As far as patients on 
regular diets are concerned, no 
difference was found in their at- 
titudes toward their meals, whether 
their diet was served to them on 
the centralized or the decentralized 
system. There was a difference, 
however, depending on the type of 
tray service used, in patients’ at- 
titudes towards modified diets. Pa- 
tients on centralized tray service 
were more satisfied with their 
modified diets than patients on 
decentralized service. 

There was no significant differ- 
ence in patients’ replies regarding 
the adequacy of portion sizes. Most 
patients, with the exception of 
those on extremely low calorie 


of the two types of tray service. 

A review of the sparse literature 
on the subject of the desired tem- 
perature of food served at the bed- 
side indicated to the research team 
the mechanical difficulty of meas- 
uring temperature without delay- 
ing tray service to the degree that 
it would interfere with the normal 
temperature of the food. It would 
seem, therefore, that speed of 
measurement was the critical fac- 
tor in these temperature deter- 
minations. 

A battery-operated electric 


thermometer with a_ thermistor 


mounted on a standard 16-gauge 
hypodermic needle would record 
accurate temperatures of solid foods 
and liquids in three seconds. Ac- 
tually, it took more time to take 
the covers off the food and position 
the tray for measurement that it 
took to determine the temperature 
of the food. There is one drawback 
to this thermometer; the range is 
68°F to 212°F, so that only hot 
foods could be measured during 
the study. 

There are two possible ways to 
compare the temperatures of the 
food served from the two types of 
tray services. The first is a direct 
comparison of the two temperature 
series to determine which system 
delivers the hotter food to the pa- 
tient. The only problem with this 
approach is that neither tempera- 
ture may be hot enough to assure 


patient satisfaction, even if one is 
hotter than the other. 

A second method would be to 
determine just what food temper- 
atures are desired, and then to 
compare the relative ability of 
both systems to deliver foods at 
these temperatures. This method 
would not only indicate which sys- 
tem delivered the hotter food, but 
would also determine the degree 
to which both systems satisfied the 
criteria. 

One of the most limiting factors 
in the temperature study was the 
dearth of basic temperature stand- 
ards in the literature. There was 
virtually no agreement among the 
authors. 

It was disconcerting to find hos- 
pital food service personnel talk- 
ing about serving “hot food hot” 
without knowing what “hot” means 
in degrees Fahrenheit. This same 
statement, phrased somewhat dif- 
ferently, appeared in 1928 in an 
article by Rhoda A. Tyler. She 
recommended that “food served to 
patients should be at a temperature 
of at least 160°F. and preferably at 
170°F”.5 Two other authors be- 
lieved that this range was too 
high. One maintained that meats 
should be served at a temperature 
of 130°F to 140°F, with vegetables, 
including potatoes, and soup at 
140°F to 150°F.® The second au- 
thor, limiting her recommendations 
to vegetables, believed that a tem- 


Chart—Comparative Study of Temperatures of Selected Foods Served 
by Centralized and Decentralized Tray Service at Stamford (Conn.) 


diets, were satisfied with the size Hospital 

of the portion that they received. Sheatiendiis 
Surprisingly few patients com- Average Temper- of Difference 

plained about the temperature of ature (F.) Standard Deviation _(P. Less 

the food. There was no significant Meal Item Cent. Decent. Cent. Decent. than 5%) 

difference between the centralized 

tients’ answers to the questions on Evening Clear Soup 139.1 149.2 8.1 8.4 Yes 

temperature. Breakfast Boiled Eggs 135.8 134.8 3.7 3.9 No 

TEMPERATURE OF FOODS Breakfast Scrambled Eggs 127.6 132.0 6.1 9.3 No 

It was originally hoped that the is Mee Cured 137.6 128.0 5.4 6.7 Ne 

second hypothesis concerning prop- 

er temperature of the food served Evening Boiled Potato 139.6 141.8 6.8 13.1 No 

could also be answered by the  gyening Mashed Potato 141.9 60 11.5 No 

questionnaire. So few patients re- ) 

ported dissatisfaction with the Evening Salmon Steak 144.6 126.0 6.4 1.8 Yes 

temperature of the food served Woon Braised Steak 138.5 132.3 11.1 28 No 

that a more accurate measurement 

of temperature was considered Fvening Roast Beef/Gravy 133.3 123.5 3.1 4.4 Ne 

necessary for the purpose of cOm- _— gyening Stuffed Pork Chop 132.6 134.0 3.8 7.1 No 


paring the relative performance 
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perature of 140°F was acceptable 
to hospital patients.’ Both of these 
authors agreed that patients and 
employees “acclimated” to insti- 
tutional food do not desire their 
food as hot as does a testing panel 
of active individuals who obtain 
their meals at home. This fact 
may explain the higher tempera- 
ture criteria found in May and 
Stanton.*.9 In any event, only in 
the case of coffee and tea were 
the desired temperature criteria 
considered acceptable enough to 
enable us to apply the second 
method of comparison. 


- TEMPERATURE OF COFFEE 


Method. The average desired tem- 
perature of coffee in the insulated 
glass container on the patient’s 
tray was judged to be 170°F. This 
does not account for differences in 
personal taste, but this tempera- 
ture is well above the drinking 
range of 124°F to 162°F reported 
by Farnsworth.’ It also permits 
some time for temperature loss at 
an approximate rate of 3.1°F. per 
minute. This temperature is also 
within the upper range of those 
recommended by May.® 

Coffee for decentralized tray 
service was made in glass coffee 
makers in the floor serving pantries. 
It was poured from these units 
into heated individual glass con- 
tainers at the time the trays were 
assembled in the serving kitchens 
on the floors. 

Coffee for the centralized system 
was brewed in the main kitchen 
and poured into heated individual 
glass containers. The containers 
were capped and placed in the 
heated compartment of the tray 
truck prior to its delivery to the 
inpatient unit. 

The temperatures of coffee in 
64 containers were recorded during 
the service of one breakfast, two 
lunches, and two dinners. Thirty- 
seven containers were checked on 
centralized service, and 27 on de- 
centralized service. The average 
temperature of the coffee, as it was 
delivered at the bedside from cen- 
.tralized service, was 169°F, and 
for the decentralized, 175°F. When 
the temperatures of the two series 
were statistically compared, the 
differences were not significant. In- 
fluencing this result was the very 
wide range of temperatures in the 
coffee served on the decentralized 


system. The temperatures of the 
coffee ranged between 150°F and 
196°F, a range of 46°F. Tempera- 
tures of coffee on the centralized 
service varied only 31°, between 
154°F and 185°F. 

Results. Even when we disregard 
these wide variations and compare 
only the differences in the per- 
centage of the number of times 
coffee was served at temperatures 
higher than the recommended tem- 
perature for both systems, there 
is no significant difference between 
the temperatures of the coffee as 
served by the two methods of tray 
service. 


TEMPERATURE OF TEA WATER 


Method. Water for tea was heated 
in the same locations and served 
in the same way as coffee. A 
total of 80 temperatures of tea 
water were recorded during three 
lunches and two dinners. Thirty- 
eight of these temperatures were 
taken from trays served by the 
centralized system. The average 
temperature was 197.2°F. Forty- 
two temperatures were taken on 
decentralized trays yielding an 
average of 194.5°F. Again, there 
was no statistically significant dif- 
ference between the two series of 
temperatures. Again the range—a 
spread of 22°F—(183°F—205°F) 
on the centralized system was 
smaller than the spread of 42°F 
(163°F—205°F) found in temper- 
ature measurements on the decen- 
tralized system. 

Results. According to West and 
Wood, a tea brewing temperature 
of 180°F was found to be the di- 
viding line between good and bad 
tasting tea.1! If this temperature 
is used as the criterion of accepta- 
bility, there were only three in- 
stances in the combined series of 
80 recorded temperatures when 
the tea did not measure at least 
180°F. All of these instances were 
on the decentralized tray service, 
but their occurrence was so infre- 
quent that there appears to be no 
preference for type of tray service 
for service of tea. 


Method. Temperatures were taken 
on a variety of other foods, but 
comparisons were made only when 
at least four temperatures were 
taken on the same item for the 
same meal on each type of service. 


The particular items which could 
be compared, and the results of 
the comparison, are listed in the 
chart on p. 87. 

It is interesting to note that in 
the items compared, there are only 
two foods where there is a sig- 
nificant difference between these 
series of temperatures. For one 
evening meal the soup served on 
decentralized trays was signifi- 
cantly hotter than the same soup 
served at the same meal on cen- 
tralized tray service. There was 
a difference in the temperature of 
salmon steak served; this time 
patients on centralized service re- 
ceived the hotter food. Aside from 
these two instances, the tempera- 
tures of the foods served by cen- 
tralized tray service were not sig- 
nificantly different from those that 
were served by decentralized tray 
service. 

Most of the temperatures fell 
within the 130°F—140°F range 
which is considered to be satis- 
factory. The range of temperatures 
of foods served on decentralized 
tray service, as indicated by the 
standard deviation, is greater in 
all but 2 of the 11 instances. 

Results. There is no difference in 
the temperature of food, as pre- 
sented to the patient, according to 
the type of tray service. It should 
be added, however, that there was 
a wider temperature variation at 
both ends of the scale in the food 
served on decentralized tray serv- 
ice. 
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Spring Cycle Menu 


for the East 


HE 21-pDay selective spring cy- 
cle menu and market orders 
for perishables are designed for 
hospitals in the eastern part of the 
United States. These menus, for 
use in March, April, and May, 
feature foods popular in the East. 
Menus in this issue are the third 
in a four-part series of spring cy- 
cle menus. Spring cycle menus for 
Midwest hospitals appeared in the 
January 1 issue of this Journal. 
The South-Southwest spring 
menus were in the January 16 
issue. North-Northwest menus will 
appear February 16. 

Menus in this issue feature a 
choice of entree, vegetable, salad 
and dessert for the noon and night 
meals. Two cereals and two fruits 
are offered on breakfast menus. 

Since one of the choices offered 
is suitable for modified diets, these 


The winter cycle menus, published 
in the October and November 1959 
issues of this Journal, may be used 
during February. The Midwest and 
South-Southwest cycle menus appeared 
in the October 1 and 16 issues, re- 
spectively. The November 1 and 16 
issues featured cycle menus for the East 
and North-Northwest, respectively. 


menus can be used for both nor- 
mal and modified diets. The letter 
(F) following certain items desig- 
nates their suitability for full or 
normal diets; foods acceptable on 
soft and other modified diets are 
labeled (S). The letters (FS) 
mean the item can be used on 
both full and soft diets. 

The market order accompanying 
each week’s menu lists the meats, 
seafood, poultry and fresh and 
frozen fruits and vegetables needed 
in producing the menu for a 50- 
bed hospital. The order includes 
precut meats, roasts and seafoods, 
eviscerated poultry, and other 
partly prepared items. Amounts 
are computed on the basis of serv- 
ing 100 patient and personnel 
meals at breakfast, 125 at noon 
and 100 at night. By using a mul- 
tiple of 50, larger hospitals can 
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easily compute market orders. 
Another feature of this cycle 
menu service is a standard store- 
room inventory—a list of supplies 
that a 50-bed hospital should have 


on hand at the beginning of each 
2l-day cycle. The inventory is 
available on request from the As- 
sociation, 840 North Lake Shore 
Drive, Chicago 11, Il. 


*“*T’ll come down when I’m put back 
on Continental Coffee!”’ 


Write for free trial package 


( ( 
AMERICA’S LEADING COFFEE 


for Restaurants, Hotels and institutions 
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Ist WEEK EAST SPRING SELECTIVE CYCLE MENU —prepared by G. Gwendolyn Taylor, director of dietetics, 


(MENUS TO BE USED DURING MARCH,APRIL AND MAY) Strong Memorial Hospital, Rochester, N. Y. 

breakfast noon night 
Apple Juice Cream of Mushroom Soup English Beef Broth 

er Orange Juice Broiled Beef Pattie (S) or Chicken Maryland (F) Baked Breaded Liver with Barbecue Sauce or Roast Beef au Jus (FS) 
Farina or Shredded Baked Potato (FS) Whipped Potatoes (FS) 

Wheat Biscuits Whole Kernel Corn or Buttered Asparagus (FS) Stewed Tomatoes (FS) or Creamed Cauliflower 
Poached Egg Celery—Radishes—Olives or Banana Salad Tossed Greens with Oi! and Vinegar 
Sweet Rolls Layer Cake with White Mountain Icing (FS) or Fresh Fruit Cup or Sliced Egg and Green Pepper wy doy 

Chocolate Fudge Pudding (F) or Pear Half in Syrup (S) 

Stewed Prunes (F) Tomato Bouillon Chilled knee <A and Grapefruit Juice 

or Orange Juice (S) Chinese Chop 1s on Crisp Noodles (F) or Broiled Lamb Chop (S) Baked Ham—Raisin Sauce (F) or Baked Omelet with Jelly (S) 
Oatmeal Buttered Rice Baked Potato (FS) 

or Puffed Rice Cereal Broccoli Hollandaise or Sliced Buttered Carrots (FS) Succotash or Buttered Julienne Beets (FS) 
Bacon Peach and Grape Salad or Jellied Vegetable Salad — e and Carrot Slaw with Celery Seed Dressing 
Dutch Cake Boysenberry Cobbler (F) or Applesauce (S) sparagus and Pimento Salad 

Vanilla ice Cream (FS) or Royal Anne Cherries in Syrup 

Orange Juice Chilled Blended Juice Savory Potato Sou 

or Tomato Juice Roast Sirloin of Beef (FS) or Belmont Fruit Plate with Baked Meat Loaf (FS y or Seafood Newburg 
Whole-wheat Cerea! Cottage Cheese and Sandwiches Paprika Potatoes (FS 

or Cornflakes Mashed Potatoes (FS) Buttered Green Beans (FS) or Buttered Mixed Vegetables 
Soft Cooked Egg Buttered Peas (S) or 7-Minute Cabbage (F) Waldorf Salad or Lettuce Hearts with Thousand Island Dressing 
Bran Muffins Chef's Salad or Grapefruit Sections on Watercress Baked Custard (S) or Kadota Figs (F) 


Lady Baltimore Cake (F) or Sliced Peaches in Syrup (S) 


Prune Juice Chilled Apple Juice Celery and Rice Soup 

or Orange Juice Cold Baked Ham—tHot Potato Salad (F) or Creamed Chicken (S) Hot Meat Sandwiches (FS)—Gr + 
Malt Cereal or Ready- Buttered Noodles (S) or Egg Salad Roll with Pickle Slices 

to-Eat Rice Cereal Chopped Buttered Spinach er Mashed Hubbard Squash (FS) Lyonnaise Potatoes (F) or Parsley Potatoes §) 
Crisp Bacon Ca 3 Salad or Jellied Knickerbocker Salad Creamed Cauliflower or Julienne a A 
Raisin Toast Cherry Cottage Pudding with Cherry Sauce (FS) Cottage Cheese Salad or Pineapple Sala 
Lemon Chiffon Pie (F) or Chocolate ice ies (S) 


or Sliced Banana 


Stewed Apricots (F) New England Clam Chowder Chilled Pineapple Juice 


friday | thursday |wednesday| tuesday | monday 


or Blended Juice Veal Cutlet with Tomato Gravy % Minute Steak (FS) or Broiled Haddock Fillet 
=} Farina or Puffed or Cheese Souffle with Jelly (S) Mashed Potato (FS) 
a. Wheat Cereal Baked Potato (FS) Scalloped Tomatoes or Green Peas (FS) 
Poached Buttered Green Beans (FS) or Brussels Sprouts Cheese, Peanut with Celery Salad (F) 
Paris Muffins Tossed Greens Salad with Dressing or Orange Sections on Watercress or Lettuce Hearts with French Dressing 
Apple Crisp (F) or Caramel ice Cream (S) Brownies (F) or Gelatin Cubes with Topping (S) 
Baked Apple Mulligatawny Soup Consomme 
or Orange Juice Beef Stew on Biscuit (F) or Baked Macaroni and Cheese (S) Mixed Grill: Lamb Chop—Tomato—Mushrooms (FS) 
Wheat Farina Paprika Potato or Creamed Chipped Beef on Toast 


or Puffed Rice Cereal Mexican Corn or Buttered Sliced Beets (FS) Hash Brown Potatoes (F) or Buttered Rice (S) 
Bacon Raw Vegetable Salad or Peach and Cottage Cheese Salad Buttered Celery and Green Peas or Buttered Wax Beans (FS) 
Whole-wheat Rolls Cranberry Crunch Pudding (F) or Lemon Sherbet (S) Cabbage and Green Pepper Slaw or Cherry Perfection Sa 
Gingerbread with Hard ' auce (F) or Pear Half in Syrup (S) 


sunday | saturday 


PLEASE CUT ALONG THIS LINE 


Orange Slices (F) Seafood Cocktail Cream of Tomato Soup 
or —_—— Juice Baked Chicken (FS)}—Cranberry Sauce Roast Beef au Jus (FS) 
Oatmeal or Stuffed Flank Steak or Baked Sweet Potato and Apple with Sausage Pattie 
or Cornflakes Mashed Potato (FS) Paprika Potatoes (FS) 
Soft Cooked Hubbard Squash (FS) or Lima Beans Mixed Vegetables (F) or ay Fp (Ss 
Cinnamon Toas Lettuce Hearts with Thousand Isiand Dressing ee ayy and Celery Salad or Cottage Cheese Salad 
or Pineapple-Cherry Salad late Ice Box Cake Shor or Royal Anne Cherries in Syrup 
Vanilla Ice Cream—Date-Nut Sauce (F) or Stewed Rhubarb (S) 
x (F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
7 > Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings 
BEEF POULTRY Tomatoes Repacked (5x6) 1 lug (30 Ibs.) 
; 3 Chipped Beef, Dried U. S. Good 1 Ib. Fowl (Eviscerated) Grade A, 5 Ib. av. 20 Ibs. Watercress Bunch 1% doz. bunches} ; 
; Ground Beef U.S. Good. 5 Ib. pkg. 20 Ibs Fryers (Eviscerated) Grade A, 2% |b. av. 112 Ibs. : 
S | Liver Steer, sliced 5 ibs. 20 FROZEN FRUITS 
‘a Roast, Sirloin (B.R.T.) U. S. Choice 67 ibs. FRESH FRUITS Apples Sliced, 8 Ib. can, 
Z S Steaks, Flank U. S. Choice 10 ibs. 40 | Apples Jonathan, 113s 1 box 5-1 sugar 24 Ibs. 
7 — | Steaks, Minute U. S. Choice, Bananas Ripe 30 Ibs. Boysenberries 8 ib. can, 5-l sugar 24 Ibs. 
_ 4 oz. each 15 Ibs. 60 | Grapefruit Seediess, 70s 1 box Cherries 8 lb. can, 5-l sugar _ 16 Ibs. 
ce. Stew U. S. Good 50 Ibs. 200 | Grapes Seedless, 28 Ib. box % box Grapefruit Sections — Fresh, chilled, gallon _1 gal. 
at -% Lemons 1 doz. Orange Juice Con., 32 oz. can 12 cans 
Si Peaches Sliced, 8 Ib. can, 
'6 az. each 30 Ibs. FRESH VEGETABLES Rhubarb 8 lb. can, 5-1 sugar —8 Ibs. | 
PORK Pascal. 30s Asparagus Spears, 2% Ib. pkg. 17% Ibs. 105 
_ Bacon (Sliced) 24-26-1 Ib. 12 Ibs. Celer reat , Beans, Green Cuts, 2% Ib. pkg. 25 Ibs. 150 
4 y White 6 stalks 
Ham (Pullman) Ready-to-eat 55 Ibs. Endi Curl Beans, Lima Small, green 7 
S | sausage (Bulk) Leen im 2% Ib. pkg. 2% Ibs. 15 
‘ - Lettuce Head, 48s 1 crate Beans, Wax Cuts, 2% Ib. pkg. 10 Ibs. 60 . 
e a Onions, Dry Yellow, bag 50 Ibs. Broccoli Stems and buds 
: VEAL Onions, Green Bunch 1 doz. 2% Ib. pkg. 2% Ibs. 15 4 
_— Cutlets U. S. Good, Parsley Bunch 1 doz. Brussels Sprouts 2% Ib. pkg. 2% Ibs. 15 { 
ey 4 oz. each 25 Ibs. 100 | Peppers, Green 8 only Cauliflower Buds, 2% Ib. pkg. 5 ibs. 30 gi 
of Potatoes, White Bag No. 1 400 Ibs. Peas 2% Ib. pkg. 15 Ibs. 90 | 
Radishes Bunch 1 doz. Spinach Chopped, 2% Ib. pkg. 2% Ibs. 15 
- Haddock Fillets skinless, Romaine 1 doz. heads | Succotash 2% Ib. pkg. 2% Ibs. 15 | 
= 4 oz. each 5 ibs. 20 | Squash, Hubbard 70 Ibs. Vegetables, Mixed 2% Ib. pkg. 12% Ibs. 75 1 
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PLEASE CUT ALONG THIS LINE 


2nd WEEK EAST SPRING SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING MARCH, APRIL AND MAY) 


—prepared by G. Gwendolyn Taylor, director of dietetics, 


Strong Memorial Hospital, Rochester, N. Y. 


breakfast 


night 


Stewed Prunes (F) 
or Orange Juice 
Whole-wheat Cereal! 
or Ready-to-Eat 

Rice Cereal 
Poached Egg 
Corn Muffins 


Minestrone Soup 
Baked Veal Chops (FS) 
or Tuna Souffle with Mushroom Sauce 
Baked Potatoes (FS) 
Frosted Spinach with Egg Slice (FS) 
or Buttered Green Beans 
Perfection Salad or Celery and Radishes 
Graham Cracker Pudding (F) or Applesauce (S) 


Chilled Fruit Juice 

Swiss Steak (F) er Eggs Benedict on Rusk (S) 

Oven-Browned Potatoes (F) or Buttered Rice (S) 

Buttered Broccoli (F) or Sliced Carrots (S) 

Peach and Date Salad or Lettuce Hearts with Roquefort Dressing 
Boston Cream Layer Cake (FS) or Chilled Melon 


Tomato Juice 
or Grapefruit Juice 
Cereal 


Vegetable Soup 
Roast Fresh Ham and Gravy (F) or Creamed Chicken on Toast (S) 
Mashed Sweet Potatoes or Parslied Potato (FS) 


Cream of Corn Soup 
Roast Leg of Veal—Currant Jelly (FS) 


or Fruit Plate with Cottage innamon Stick Roll 


wednesday | tuesday | monday 


or Puffed Rice Cereal Frosted Peas (FS) or Harvard Baked Potato (FS) 
Soft Cooked Egg T Green Salad or Apricot and Prune Salad Buttered Cabbage (F) or Mashed Squash (S) 
Coffee Ring _ Pineapple Upside-down Cake (F) Lettuce with Tomato Slice or Waldorf 
andarin Oranges in Syrup (S) | Chocolate Pudding with Topping (FS) or Raspberry Sherbet 
Sliced Banana Apple Ju Cream of Pea Soup 
or Pineapple Juice Roast ig “Of a Ly (FS) Breaded Liver with eo (F) or Cubed Steak (S) 
or Turkey Sal th Pickle Slices Paprika Potatoes (FS) 


arina 
or Bran Flake Cereal 


Mashed Potato (F 


Julienne Green Beans (S) or Stewed Tomatoes (F) 


Poached Eggs—Bacon Cream Style Corn or Asparagus (FS) Chef's Salad—Tomato-French Dressing or —— and Grapefruit Salad 
Raisin Toast Macedoine of Vegetable Salad — with Strawberries and Whipped Cream (F) 
or Pineapple Slice with Cottage Cheese or Chocolate ice Cream (S) 
Cherry Crunch Pudding or Tapioca Pudding (FS) 
Applesauce Tomato B Consomme 
Baked Chicken (FS) or Scotch Woodcock on Rusk with Bacon Strip 


or Orange Juice 
Wheat Farina 


Broiled Bee ‘Pattie FS) or Grilled Sweetbreads and Mushrooms 
Creamed Potatoes (FS) 
Buttered Onions or teeshed Squash (FS) 


{ 
Buttered Rice (FS) 

pat ney Be Sprouts (F) or Buttered Sliced Beets (S) 
{ 


friday | thursday 


Scrambled Eggs Celery Hearts, Radishes and Ripe Olives or Banana Salad Cranberry Salad or Lettuce Hearts with Russian Dressing 
Bran Muffins Angel Cake (FS)—Strawberry Whipped Cream (F) Jrange-Raisin Cake (F) or Apricot Whip with Apricot Sauce (S) 
or Stewed Plums in Syrup 
Grapefruit Half (F) Chilled Pineapple Juice Cream of Mushroom Soup 
Baked Whitefish with lanes Butter (S) 


or Prune Juice 
Oatmeal or Ready-to- 


Salmon Loaf with Parsley Sauce (S) 
or Ham and Asparagus Roll with Cheese Sauce (F) 


or Hamburg Casserole (F) 


Eat Rice Cereal Baked Potato (FS Whipped Potatoes (FS) 
Soft Cooked Egg Julienne Carrots (FS) or Scalloped Green Beans Mexican Corn or Buttered Peas (FS 
French Toast Raw Vegetable Salad or Stuffed Prune Salad , Cabbage Slaw or Peach-Waldorf Sa 
with Syrup Burnt Almond Ice Cream (F) or Floating Island with Meringue (S) Blueberry Cobbler (F) or Whipped Gelatin with Topping (S) 
Orange Slices (F) | Barley Broth _ Chilled Grapefruit Juice 
or Blended Juice | Corned Beef Pattie with Barbecue Sauce _ Pot Roast Beef and Gravy (FS) or Baked Pork Chop 
Whole-wheat Cerea! or Broiled Sirloin Steak (FS) | Oven Browned Potatoes (F) or Buttered Rice (S) 
or Puffed Rice Cereal = Parslied Buttered Potatoes (FS) _ Stewed Tomatoes (FS) or Buttered Cabbage 
Poached _ Mashed Squash (S) or Fried E nt (F) | — Lettuce with Dressin 
Coffee Cake | Jellied Lime and Pineapple Sala | +, 0 Apricot and Cherry 
| or Salad Greens with Dressing Burnham dding with Foamy Sauce (F) er Sliced Banana (S) 
| Lazy Daisy Cake (F) or Fruit Cup (S) | 
Orange Juice | Tomato and Rice | Split Pea Soup 
or Apple Juice Roast Turkey (8) ibe Gravy (F) or Chopped Sirloin Pattie Broiled Loin Lamb Chop (FS) 
Malt Cereal Mashed Potatoes ( ) or Chipped Beef and Noodle Casserole 
or Cornflakes Buttered Whole Mere Corn er Spinach in Cream (FS) _ Baked Potatoes (FS) 
Soft Cooked Chef's Salad with French Dressing | Julienne Green Beans (S) or Buttered Cauliflower (F) 
Bacon or Orange Slices on Lettuce (F) _ Celery Hearts, Radishes and Carrot Curls or Cherry Perfection Salad | 
Sweet Roll _ Caramel ice Cream (FS) or Chilled Melon _ Raisin Brown Pudding with Brown Sugar Sauce ri} 
| | @ Sliced Peaches in Syrup (S) 
(F)}—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
tem, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings 
a BEEF FISH Potatoes, White Bag No. | 400 Ibs. 
Brisket, Corned U. S. Good 13 Ibs. Whitefish (Sea) Fillets, 4 oz. each 5 ibs. 20 | Radishes Bunch 2% doz. 
Chipped Beef, Dried U.S. Good 1 Ib. Romaine 1 doz. heads 
© | Ground Beef U. S. Good, 5 Ib. pkg. 35 Ibs. POULTRY Squash, Hubbard 35 Ibs. 
“ | Liver Steer, sliced 15 Ibs. 60 | Fowl (Eviscerated) Grade A, 5 Ib. av. 19 Ibs. Squash, Patty Pan 10 Ibs. 
ry Round (Bottom) U. S. Standard 20 Ibs. 60 | Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 90 Ibs. Tomatoes Repacked (5x6) 1 lug (30 Ibs.) 
& | Sirloin, Chopped U. S. Good 10 ths. 40 | Fryers (Eviscerated) Grade A,2% Ib. av. 38 ibs. Watercress Bunch 1 doz. 
Steaks, Cubed U. S. Choice, 
4 oz. each 5 ibs. 20 FRESH FRUITS 
Steaks, Sirloin Butt U. S. Choice, | Apples Jonathan, 113s 1 box 
5 oz. each 25 Ibs. 80 | Bananas Ripe 40 Ibs. Apricots —-. 8 Ib. can, ¥ 
Steak, Swiss U. S. Good, 4 oz. each 15 Ibs. 60 | Cantaloupe Crate, 45s 
Sweetbreads Fresh 15 Ibs. Grapefruit Seediess, 70s 1 box a 
Cherries 8 Ib. can, 5-1 sugar 8 Ibs. 
Oranges 176s 1 box 6 cons 
Chops, Loin U. S. Choice 5-1 su 8 Ibs. 
oz. each 23 Ibs. Strawberries Sliced, can, 
Leg (B.R.T.) U. S. Choice, yearling 27 Ibs. Cabbage Bag 50 Ibs. 5-1 sugar 16 Ibs. 
> Carrots Topped, bag 50 Ibs. 
PORK 30s FROZEN VEGETABLES 
Bacon (Sliced) 24-26-1 Ib 6 Ibs. Asparagus Spears, 2% ib. pkg. I5ibs. 90 
Chops, Loin Grade A, 4oz. each 5S ibs, 20 | only Beans, Green Cuts, 2% Ib. pkg. Sibs. 30 
BRT) Grade A 35 Ibs. rly 1 doz. heads | Beans, Green Julienne, 2% Ib. pkg. Sibs. 30 
Ham, Fresh ¢ Ae Lettuce Head, 48s 1 crate Br li St nd buds 
-to- , occo ems a 
Ham (Pullman) Ready-to-eat 35 Ibs. Onions, Dry Yellow, bag 50 Ibs. 2% Ib. pkg. 10 ibs. 60 
= Onions, Green Bunch 1 doz. Brussels Sprouts 2% Ib. pkg. 10 ibs. 60 
VEAL Onions, White Boilers 3 Ibs. Cauliflower Buds, 2% Ib. pkg. 10 ibs. 60 
Chops, Shoulder U. S. Good, 5 oz. each 25 lbs. 80 | Parsley Bunch 1 doz. Peas 2% ib. pkg. 25 ibs. 150 
Leg (B.R.T.) U. S. Good 20 ibs. 60 | Potatoes, Sweet Hamper 50 Ibs. Spinach Chopped, 2% Ib. pkg. 30 ibs. 180 
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3rd WEEK EAST SPRING SELECTIVE CYCLE MENU af 


(MENUS TO BE USED DURING MARCH, APRIL AND MAY) 


—prepared by G. Gwendolyn Taylor, director of dietetics, 


Strong Memorial Hospital, Rochester, N. Y. 


breakfast noon night 
a Sliced Bananas Scotch Broth Chilled Mixed Fruit Juice 
ia or Orange Juice Veal Cutlets with ore) (F) or Baked Omelet with Jelly (S) wy Bun (F 
ce Rolled Wheat Cereal Au Gratin Potatoes (F ed hak and Pineapple 
; or Ready-to-Eat Swiss Chard (FS) or a Buttered Rice 
a Rice Cereal nset Salad or Lettuce Hearts with Mayonnaise Julienne eeen Beans (S) or Grilled Tomato Half (F) 
a Scrambled Egg Cream Puffs (FS) or Pear Half in Syrup Waldorf Salad or T Green Sa 
‘\ Kuchen Cherry Pie (F) or Lemon Saw with Custard Sauce (S) 
4 Half Grapefruit Mulligatawn and R 
4 or Orange Juice Stewed Chicken (ES) Cold Roast Sirloin of Beet (FS) or Broiled Liver and Bacon 
q = Farina or Shredded or Italian Spaghetti with Meat Sauce and Grated Cheese Scalloped Potatoes (FS 
aa Wheat Biscuits Whipped Potatoes (FS) Buttered Mixed Vegetables or Julienne Carrots (FS) 
Poached Egg— Buttered Cabbage or Mashed Squash (FS) Spring Salad or Asparagus and Salad 
7 Bacon Macedoine of Vegetables Raspberry Shortcake (F) or n Cubes with Topping (S) 
: Whole-wheat Muffins er Peach and Cottage Cheese Sa 
Butterscotch Pudding (S) or eteoases ice Cream (F) 
| Stewed Prunes (F) Vegetable Soup Chilled Apricot Juice 
ne or Blended Juice Beef Biscuit Roll with Gravy (F) or Turkey-Rice Casserole (S) Roast Leg of Veal fa) or Cold Cuts 
7 Whole-wheat Cereal Baked Potatoes Whipped Potatoes (FS) 
- or Puffed Rice Cereal | Buttered Peas (FS) or Stewed Tomatoes Buttered Lima Beans or Harvard Beets (FS) 
> Soft Cooked Egg Banana-Orange Salad or Carrot, Celery and Raisin Salad Lettuce Hearts with — island Dressing 
$ Honey Buns Apple Cobbler (F) or Sliced Peaches in Syrup (S) or Pear-Mint Jelly 
> Chocolate Layer Cake <FS) or Fruit Gelatin with Topping 
; Orange Slices (F) Corn and Tomato Chowder Conso 
2 or Grapefruit Juice Broiled Beef Pattie (FS) or Shrimp Salad Stee. Hash (F) er Broiled Loin Lamb Chop (S) 
| meal Oven Browned Potatoes (F) or Buttered Rice (S) Parsley Buttered Potato (FS) 
or Cornflakes Creamed Spinach (FS) er Sliced New Carrots Brussels Sprouts (F) or Asparagus (S 
Scrambled Eggs— Tossed Greens Salad with Cheese Strips Jellied Garden or Banana-Nut Salad (F) 
Bacon or Apple, Date and Marshmallow Salad Lemon ice Box Cake (FS) or ae Sliced Strawberries 
Raisin Toast Vanilla ice Cream with Chocolate Sauce (FS) 
or Chilled Melon 
Applesauce Savory Potato Soup Chilled Blended Juice 
or Orange Juice Broiled Whitefish—-Lemon Butter (FS) Baked wey eS) or Tuna Fish Salad with Pickle Slices 
Malt Cereal or Ready- or Baked Ham—Raisin Sauce Baked Potato (FS) 
to-Eat Rice Cereal Paprika Potatoes (FS) Whole Kernel Corn in Cream or Buttered Peas (FS) 
a Egg = ienne Green Beans (FS) or 7-Minute Cabbage Tossed Green Salad or Peach and Cream Cheese Salad 
£ Sweet Rolls icot-Macaroon Salad or Sliced Tomatoes on Lettuce Date Loaf Cake (F) or Lime Sherbet (S) 
neapple Upside-down Cake (F) or Tapioca Pudding (S) 
Grapefruit Half (F) Minestrone Soup Seafood ae 
or Tomato Juice Barbecue Beef on Half of Bun (F) or Baked Omelet with Jelly (S) Roast L Spring Lar Lamb (FS) or Club Sandwiches 
Whipped Potatoes (FS) Mashed oie FS) 


Farina 


— Hollandaise or Buttered Julienne Beets (FS) 


Chopped Spinach (FS) or Baked Acorn Squash 


or Bran Flake Cereal 
| Soft Cooked Ege— Lettuce Hearts with French Dressing Stuffed Prune Salad with Tomato-French Dressing 
q Bacon or Molded Citrus Fruit Salad or Raw veg 
English Muffins Coconut Cream Pudding (F) or Gelatin Cubes with Topping (S) Strawberry Chiffon Pie (F) or Cinnamon Applesauce (S) 
> Orange Juice Grape Juice and Gingerale Cocktail Cream of Tomato vn | 
Chicken Fricassee on Biscuit 


sunday | saturday 


or Apple Juice 
Oatmeal or Ready-to- 
Eat Rice Cereal 


Cubed Steak (FS) or Baked Macaroni and Cheese 
Baked Potatoes (FS) 

ees Onions or Fresh Asparagus (FS) 


it (FS) 
or Fruit Plate with Cottage Cheese and Sandwich 
Candied Sweet Potato (F) or Whipped Potato (S) 


Scrambled Egg Chef's Salad with Oi! and Vinegar or Garden Salad Buttered Cauliflower or Buttered Julienne Green Beans (FS) 
Crumb Coffee Cake Butterscotch Sundae (S) or Chilled Melon (F) Waldorf Salad or Lettuce Hearts with Olive-French Dressing 
Burnt Sugar Cake (FS) or Fruit Cup with Sliced Frozen Strawberries 
(F)}—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
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tf Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings tem, Specifications, Amounts & No. of Servings 
; cy BEEF PREPARED MEATS Tomatoes Repacked (5x6) 1 lug (30 ibs.) 
q 3 Ground Beef U. S. Good, 5 Ib. pkg. 75 Ibs. Assorted Cold Cuts 5 Ibs. Watercress Bunch 2 doz. 

= Liver Steer, sliced 5 ibs. 20 

Roast, Sirloin (B.R T.) U. S. Choice 55 Ibs. FROZEN FRUITS 

Pi. Steaks, Cubed U. S. Choice, Ba 25 Ibs Apples Sliced, 8 Ib. can, 

z - yi 4 oz. each 20 Ibs. 80 nanas Ripe x 5-1 sugar 24 Ibs. 

: 4 — Cantaloupe Crate, 45s 1 crate Grapefruit and Orange 

Grapefruit Seediess, 70s 1 box Sections Fresh, chilled, gallon gal. 

“i ” yey 8 Ibs. 29 | Lemons 1 doz. Orange Juice Con., 32 oz. can 6 cans 

| Leg U.S. Choice, yearling 20 Ibs. 60 | Peaches 

FRESH VEGETABLES sugar 8 Ibs. 

ue FY PORK Cabbage Bag 50 Ibs. Raspberries, Red 8 Ib. can, 5-1 sugar 16 Ibs. 

S = Bacon, Canadian 2 Ibs. Carrots Topped, bag 50 Ibs. Strawberries ws can, 24 Ibs. 

| Bacon (Sliced) 24-26-1 Ib. 12 tbs. Celery Pascal, 30s 1 doz. 

Ham (Pullman) Ready-to-eat 13 Ibs. y FROZEN VEGETABLES 

= ste | Asparagus Spears, 244 Ib. pkg. 20 Ibs. 120 
crate Beans, Green Julienne, 2% Ib. pkg. 27% Ibs. 165 
7 @ | Cutlets U. S. Good, 4 oz. each 25 Ibs. 100 | Onions, Dry Yellow, bag 50 Ibs. Sence, time an 

% Leg (B.R.T.) U. S. Good 20 Ibs. 60 | Onions, Green Bunch 1 doz. OM Ik phe 2% tbs. 15 
ee FISH Parsley Bunch 1 doz. 2% Ib. pkg. 2% Ibs. 15 
ee Whitefish (Sea) Fillets, 4 oz. each 20 Ibs. 80 | Potatoes, Sweet Hamper 50 Ibs. Brussels Sprouts 2% Ib. pkg. 10 Ibs. 60 |, 
ag 2 Potatoes, White Bag No. 1 400 Ibs. Cauliflower Buds, 2% Ib. pkg. 2% Ibs. 15 
a = POULTRY Radishes Bunch 1 doz. Chard, Swiss 2% Ib. pkg 15 Ibs. 90 
| Fowl (Eviscerated) Grade A,5ib.av. Ibs. Romaine 2 doz. Peas 2% Ib. pkg. 25 Ibs. 150 
- Turkeys (Eviscerated) Grade A 1S bbs. Squash, Acorn 7 Ibs. Spinach Chopped, 2% ib. pkg. 25 Ibs. 150 
Fryers (Eviscerated) Grade A, 2% ib. av. 85 Ibs. Squash, Hubbard 35 Ibs. Vegetables, Mixed 2% Ib. pkg. 2% Ibs. 15 
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Help yourself to color 
KYS-ITE” Trays will lighten 
and brighten any meal 


Fill out this coupon for complete information 
They’re guaranteed never to warp! Gay decorator de- ee 
signs cover both sides of KYS-ITE trays... not just Dept. 
the top. And the smooth, pressure-sealed edges mean «Please send me complete information on ag 
KYS-ITE trays can’t warp, even after repeated boiling. 
These light, quiet trays come in a complete selection 

of sizes, shapes, colors and designs, with or without nT os 
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SAVE WORK 


with Keyes Chinet*... 
the finest in disposable 


paper plates 


When your food service operation utilizes 
Chinet molded paper plates you end the prob- 
lem and expense of obtaining, training and 
supervising dishwashing help. You also solve 
sanitation problems, the initial and replace- 
ment costs of expensive tableware and the 
need for elaborate dishwashing equipment. 

Paper plates are silent — don’t rattle, are 
lighter — easier to carry. Because they’re steri- 
lized in manufacture, they’re ideal for isolation 
wards. ‘Together with Kys-Ite® serving trays, 
they brighten and lighten your food serv- 
ice operation. Kys-Ite trays are guaranteed 
against warpage ...come in glamorous deco- 
rator designs and striking solid colors. 


It's easy to see the Superiority of Chinet” Plates 
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Pressed Plate 


Chinet® Moided 


Molded from pulp. ..at high 
heat for permanent shape 
and strength. 


Won't buckle . . . retains 
molded shape even under 
heavy food load. 


Mail This Coupon for Complete Details 


Name 


KEYES FIBRE COMPANY, Dept. H-2 
Waterville, Maine 

Please send me complete details on Keyes 
Chinet® plates and Kys-Ite® Serving Trays. 


Position 
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Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Retroactive Liability in New Jersey 


Any confusion about retroactive liability of chari- 
table hospitals in New Jersey has been resolved by 
that state’s Supreme Court. LaParre v. Y.M.C.A. of 
the Oranges, 9 Negl. Cases 2d 952 (N. J., 1959). 

In The Law In Brief, HOSPITALS, J.A.H.A., March 1, 
1959, a trial court decision in New Jersey was dis- 
cussed. It held that the temporary legislation which 
limited the liability of charitable hospitals to $10,000 
per incident did not have retroactive effect. Thus, 
law suits based on events occurring prior to the pas- 
age of the law, and not barred by the New Jersey 
statute of limitations (two years), could be main- 
tained and there would be no limit to the liability. 
This view was upheld by the New Jersey Supreme 
Court in the reported case. 

The court was impressed by the legislative history 
of the statute. At one stage the bill contained a 
retroactive clause, but that language did not sur- 
vive. This was considered an indication of legisla- 
tive intent to have the new provisions apply only 
prospectively. Consequently, suits based on inci- 
dents arising before July 22, 1958, when the stop-gap 
measure became law, and filed within two years of 
the occurrence, escaped the $10,000 limitation. 

On June 11, 1959, permanent legislation became 
effective in New Jersey. It, too, contains no retroac- 
tive provisions but does retain the $10,000 maximum 
which may be recovered in suit by a beneficiary of a 
charitable hospital for negligence of the hospital’s 
agents or servants. Other charitable associations are 
immune from tort liability under the statute, at least 
for the period commencing July 22, 1958. 


Two Wrongs and One Right 


An instance where the injured party thought he 
had two routes for legal action was litigated in 
Balancio v. U.S., 27 Law Week 2619 (C.A. 2, 1959). 
He emerged with but a single remedy. 

The claimant was a civilian seaman injured while 
on duty on a government owned vessel. Subsequently, 
he was treated in a governmental hospital where, 
allegedly, his injuries were aggravated by the care- 
lessness of hospital employees. The seaman contended 
that he had two causes of action, one under the Fed- 
eral Employees’ Compensation Act and the other 
under the Federal Tort Claims Act. The former 
would cover injuries of civilian seamen as govern- 
mental employees and the latter provides redress 
for persons injured through the negligence of govern- 
ment employees. 
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The court was faced with the “exclusive remedy” 
clause of the Federal Employees’ Compensation Act. 
This feature makes it mandatory that injuries suf- 
fered by government personnel while on duty be 
compensated under the payment schedules of the 
Act and in no other way. Therefore, a government 
employee may not bring a negligence suit against 
the United States if dissatisfied with the benefit 
schedule under the compensation program. The ques- 
tion in this case was whether aggravation of the 
injury while the employee was being treated in a 
government hospital was a separate occurrence which 
would allow bringing suit under the Tort Claims Act. 


COMPENSATION FOR AGGRAVATION 


The Court of Appeals, relying upon precedent 
found in some state court decisions, held that ag- 
gravation of an injury is part of the original wrong 
insofar as liability is concerned. Thus, the original 
tortfeasor is responsible for the first injury and also 
for the negligence of medical or hospital personnel. 
The theory is that the initial wrong is the cause of 
all that follows. Acceptance of this premise resulted 
in the employee having no redress under the Federal 
Tort Claims Act, his entire recompense being derived 
from a compensation claim. 


Veteran’s Suicide 


The Federal Tort Claims Act provides a remedy 
for patients injured in a Veterans Administration 
hospital as a result of employees’ negligence. A suit 
brought under this statute is tried in a federal court 
and, therefore, the definition of negligence under the 
Act is being developed by federal judges. 

In Meehan v. United States, 9 C.C.H. Negl. Cases 
2d 437 (D.C. S.D. N.Y., 1959) the deceased veteran 
had bolted ahead of his orderly and dived through 
an unbarred window. It was asserted that there was 
negligence in failing to use restraints although they 
were available. The court concluded, however, that 
the happening of a death does not imply negligence. 
There was no convincing evidence that on the day 
the accident occurred, sound judgment would have 
dictated the use of restraints. Hence, the plaintiff 
failed to present sufficient proof of his contentions 
and the government did not have to present its de- 
fense. 

In some state court suits involving somewhat 


This material is not legal advice. The information on this page should not be 
used to resolve legal problems. For advice on such problems a hospital should 
consult a member of the local bor. 
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Similar circumstances, but not involving federal 
hospitals, comparable facts have been held sufficient 
to send the case to the jury. In hardship situations 
juries have been known to react sympathetically to 
the plaintiff’s pleadings. 


Veterans’ Free Care: Fraud? 


A veteran who applies for free care in a Veterans 
Administration facility must state that he cannot 
afford to pay for the services (in the case of non- 
service connected ailments). Investigation sometimes 
discloses that the veteran is quite able to pay for 
hospital treatment although he has professed a con- 
trary situation when signing the application for ad- 
mittance. Is this punishable fraud? 

The question has been considered by a Federal 
Court of Appeals with a conclusion favoring the 
veteran. United States v. Barth, 27 Law Week (C.A. 
10, 1959) was decided with reference to the Federal 
False Claims Act. A narrow interpretation of the 
statute allowed the veteran to escape punitive action. 

The False Claims Act is in the nature of a criminal 
statute and, said the court, its provisions must be 
restricted to the literal terms of the language and 
for the evident purpose of Congress in enacting the 
legislation. To be punishable, there must be a false 
“claim”; a claim, however, connotes a demand for 
money or for public property. Although the veteran’s 
application was for valuable services, it sought neither 
money nor property. Hence there was no “claim” 
and no liability under the False Claims Act. 


County Can’t Build Clinic 


County funds cannot be used to build a doctors’ 
clinic to enable doctors to conduct their private 
practices adjacent to the hospital. The Attorney 
General of South Dakota has written an opinion con- 
demning such a proposal as being beyond the 
authority of the county. (AGO South Dakota, Sep- 
tember 28, 1959.) 

The county hospital board had accumulated a sur- 
plus of hospital earnings and was considering sharing 
the costs of construction of a clinic with one of the 
county’s doctors, who also was a member of the hos- 
pital board. The building would belong to the county 
and the doctor tenants would pay rent after a few 
years. Advantages to the hospital were acquisition of 


additional storage space and more efficient use of 
technical personnel. 


The Attorney General could find no provision in 
the statutes which would classify a clinic as a hos- 
pital. The statutory authority allowing the county 
hospital board to expend funds extended only to 
hospitals, hence the clinic project was not permissible. 


Insurance Reports Not Privileged 


A report submitted to an insurance company in 
connection with a matter covered by the insurance 
policy has been held not to be entitled to confidential 
status under the attorney-client privilege. A federal 
district court has concluded that information given 


96 


to the insurer by the insured is not in the same class 
as a communication by a client to an attorney. In- 
surance companies do not enjoy a _ confidential 
privilege recognized by law. Nor are worksheets or 
reports given by an insured to its insurer a “work 
product” of a lawyer within the meaning of federal 
court precedent decisions. Such reports could be 
subject to pretrial discovery procedures and would 
be admissible as evidence in court. 

This court also held that to be required to produce 
evidence under the Federal Rules of Civil Procedure, 
Rule 34, it must be shown that there is good cause 
for the production of the desired documents and files. 
In the instant case the court concluded that the report 
written by the insured to the insurance company 
was not essential and would not have to be produced. 
Gottlieb v. Bresler, 28 Law Week 2155 (D.C. D.C., 
1959). 

Hospitals which send incident reports and other 
notices about happenings within their premises to 
their insurer must recognize that such documents 
probably can be subpoenaed or otherwise subjected 
to examination by a plaintiff in a law suit, if the 
document has a bearing on the litigated issues. 


Federal Hospitals and Tort Claims 


The Federal Tort Claims Act governs suits against 
federal instrumentalities, including hospitals. Al- 
though the statute has been effective for many years, 
the courts are still determining its application to 
specific circumstances. 

When the injured party recovers a judgment against 
two “joint tortfeasors,” i.e. persons equally responsible 
for the negligence committed, he may choose to-col- 
lect the judgment from only one. The defendant who 
is first chosen to pay the damages sometimes may, in 
turn, recover a part of his payment from the other 
joint tortfeasor. 


CONTRIBUTION BARRED 


In Slater v. Keleket X-Ray Corp., 27 Law Week 
2585 (D.C. D.C., 1959) the plaintiff sued the X-ray 
company because of an injury allegedly received from 
X-ray equipment used in a government hospital in 
the District of Columbia. The statute of limitations 
under the Federal Tort Claims Act is two years. In 
this instance the patient failed to sue the United 
States within two years of the incident. Hence any 
remedy against the federal government was barred 
completely. 

The corporate defendant had hoped to obtain 
“contribution” from the United States as a joint tort- 
feasor, that is, a sharing of the judgment payment. 
This was not possible, said the court. As long as the 
United States, as a defendant, is not required to pay 
damages to the plaintiff, it is under no duty to pay 
any part of the damages assessed against a joint 
tortfeasor. Thus, only the corporate defendant would 
be responsible for paying a judgment although negli- 
gence of government hospital personnel may have 
contributed to the injury. 
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President Voices No New Health Proposals 


January is the month of messages, from the Presi- 
dent to the Congress. The first is the State of the 
Union. The second is usually the budget message, 
putting the dollar sign on the phrases of the State 
of the Union address. Then follow other messages 
on specific issues of national importance. 

This year’s State of the Union message contained 
only one reference to health, and that was cryptic. 

After promising a balanced budget for 1961, the 
President said: 

“With a single exception, expenditures in every 
major category of Health, Education, and Welfare will 
be equal to or greater than last year.” Last year, the 
President’s health budget reflected cuts in both medi- 
cal research appropriations and Hill-Burton hospital 
construction funds. 


Conspicuously absent from this year’s State of the 
Union message was any reference to the establish- 
ment of long-range national health goals. In last 
year’s message, the President announced that he 
would appoint “a group of selfless, able, and devoted 
individuals, outside the government” to establish 
goals for the nation’s future, and determine standards 
“of our people’s health.” 

The President’s State of the Union message is being 
received as an indication that no new major health 
or hospital programs will be introduced by the ad- 
ministration this year. 


Internal Revenue Developments 


Two recent internal revenue announcements may 
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be of interest to the hospital field. 

One concerned the U. S. Treasury Department’s 
new policy on employee expense accounts and the 
other was a recent ruling by the Internal Revenue 
Service determining the taxability of food and lodg- 
ing furnished an employee. 

As part of the government’s new “get tough” policy 
on employees’ expense accounts, the Commissioner of 
Internal Revenue has written a letter requesting co- 
operation of all business and trade associations in the 
proper reporting of entertainment, travel and trans- 
portation expenses. 

_ The second IRS announcement related to a recent 
ruling which established that the “convenience of the 
employer” rule for determining the taxability of food 
and lodging furnished an employee does not apply to 


the cost of supplying those benefits to members of 


his family. 


Forand Bill Ranks High 
Among Labor’s Legislative Goals 


Organized labor opened its 1960 legislative drive 
with the Forand Bill as a “priority item.” 

In an address before a meeting of 600 union officials 
in Washington, D. C., last month, George Meany, 
president of the American Federation of Labor- 
Congress of Industrial Organizations (AFL-CIO), 
ranked the Forand amendment to the federal social 
security system only after national defense, federal 
aid to education, and minimum wage increases. 

To help direct labor’s drive for the Forand Bill, 
Mr. Meany appointed a committee headed by Nelson 


_ Chruikshank, director of social security for the AFL- 


CIO. 

Mr. Chruikshank said labor’s job is to beat the 
“powerful combination” of the American Medical 
Association and the private insurance companies. He 
maintained that “the danger Congress will do nothing 
in 1960 is passed.” The real danger now, he de- 
clared, is from compromise. 

According to Mr. Chruikshank, the Democratic 
Party might try to peddle insignificant social security 
benefits for election campaign purposes. On the other 
hand, he said, the Republicans might offer a pro- 
gram in which workers would choose whether they 


‘wish to have deducted from their pay premiums for 


“inadequate benefits provided by private insurance 


companies.” 


Mr. Chruikshank said the AFL-CIO would not ac- 
cept participation in the federal social security sys- 
tem of any profit-making plan, nor any provision 
requiring older persons to pay premiums after re- 
tirement. 


Hill-Burton Officials Make 
Recommendations to Congress 


State Hill-Burton officers meeting in Washington 
last month urged Congress to provide federal grants 
to survey population shifts and the need for new and 
rehabilitated hospitals in larger population centers. 


They also recommended that any federal funds 
Congress might appropriate for the construction of 
medical school facilities be administered through the 
Hill-Burton program in accordance with a national 
priority system. 

The recommendations were made during the an- 
nual conference of the U. S. Public Health Service 
with the State and Territorial Health Officers As- 
sociation. 

Conference participants expressed their desire to 
confer with the American Hospital Association, the 
American Medical Association, and the Public Health 
Service to “study and develop guides for the pro- 
vision of disaster services, where feasible, in the 
planning of new hospitals.”’ 

As in past years, conference members also went 
on record in favor of Congress voting the full $210 
million authorized for Hill-Burton annually. This 
authorization contains a sum of $1.2 million for re- 
search. A request that this amount be increased to 
$10 million in fiscal year 1961, was made at the an- 
nual meeting. 

The state and territorial health officials named as 
the new chairman of their planning committee 
Bernard Bucove, M.D., director of health, State De- 
partment of Health, Seattle, Wash. He replaced the 
outgoing chairman, Russell E. Teague, M.D., com- 
missioner of health, State Department of Health, 
Louisville, Ky. 


PHS Studies Reorganization 


The U. S. Public Health Service is reappraising 
its operations in the light of new tasks confronting it 
in the next decade. 

An eight-member committee appointed by Leroy 
E. Burney, M.D., Surgeon General of the PHS, is 
authorized to recommend alternative patterns of or- 
ganization to better enable the PHS to meet “tre- 
mendous expansion in the size, scope and complexity 
of responsibilities.” 

Chairman of the group is James Hundley, M.D., 
special assistant for international affairs, National 
Institutes of Health. Among the members are Burnet 
M. Davis, M.D., deputy chief, Division of Hospital 
and Medical Facilities, Bureau of Medical Services, 
PHS, and Miss Margaret Arnstein, chief, Division of 
Public Health Nursing, Bureau of State Services, 
PHS. 

Dr. Burney directed committee members to devote 
their full time to the study during the first three or 
four months of 1960. He also assigned a full-time sup- 
porting staff to aid committee members in their work. 

Other members of the committee are: Harold 
Graning, M.D., regional medical director, PHS Region 
2, New York City; Harold Magnuson, M.D., chief, 
Occupational Health Branch, Bureau of State Serv- 
ices; Donald Galagan, D.D.S., assistant chief, Division 
of Dental Public Health; Harry Hanson, director, Taft 
Engineering Center, Cincinnatti, Ohio; and William 
Stewart, M.D., chief, Division of Public Health 
Methods. 
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Personnel changes 
(Continued from page 76) 


of Hygiene, Department of Hos- 
pital Administration, who, at the 
end of the second (residency) 
year, gives the most promise of 
making a real contribution toward 
the advancement of hospitals and 
hospital administration. 

Colonel Barr has been appointed 
commanding officer of the recently 
opened Canadian Forces Hospital 
at Kingston, Ont. 


@ Mark Carter received a directors’ 
award, a framed plaque with a 
diamond-studded replica of a torch 
of hope from the City of Hope 
Medical Center, Duarte, Calif. The 
torch is the institution’s symbol. 
The presentation, made during the 
celebration of Mr. Carter’s 75th 
birthday, was in recognition of his 
long-time service as board mem- 
ber of the medical center. 


@ Patrick A. De Moon, executive di- 
rector of Franklin Boulevard Com- 
munity Hospital and of Central 
Community Hospital, Chicago, has 
received a medal denoting him a 
Knight of the Cavaliere of the 
Republic of Italy. He received this 
honor in recognition of his many 
philanthropies in behalf of the 


people of Italian extraction in 
America, particularly in Chicago. 


@ Rev. William Greve, Lutheran 
chaplain at Oak Forest (Ill.) Hos- 
pital, was honored by the hospital 
for 25 years of service. 


@ Herman E. Hilleboe, M.D., New York 
State Health Commissioner, has 
been awarded the Arthur C. Mc- 
Cormack award for pre-eminence 
in the field of public health at the 
annual meeting of the Association 
of State and Territorial Health Of- 
ficers in Washington, D.C. 

The award was established by 
the association to memorialize Dr. 
McCormack who was health officer 
of Kentucky and a public health 
leader. The award was last given 
in 1954. Recipients must have had 
at least 25 years of meritorious 
service in the field of public health, 
10 of them as state or territorial 
commissioner of health. The award 
pointed to Dr. Hilleboe’s work in 
epidemiology and research and as 
an author. 


@ Mrs. A. L. Hughes has received the 
annual $1000 Lane Bryant award 
for being the outstanding volunteer 
worker in the United States. Mrs. 
Hughes, once a patient at the St. 
Louis State Mental Hospital, re- 
turned to the hospital as a volun- 
teer and was instrumental in or- 
ganizing there the auxiliary of 
which she later became president. 


@ George M. Lyon, M.D., manager of 
the Huntington, (W.Va.) VA hos- 


KESWICK HOME FOR INCURABLES, Baltimore, received the Organization Achievement Award 
from the Baltimore Council of Social Agencies, an association of 140 health, welfare, and 
recreation agencies. Participants in the ceremony, shown left to right, were: George W. Con- 
stable, president of the council, Kenneth R. Nelson, M.D., assistant surgeon general, U. S. 
Public Health Service, and Mrs. C. Gordon Pitt, president of Keswick’s board of lady managers. 
The award, given annually, recognizes a community organization that has made an outstanding 
contribution in the field of health and welfare. Keswick was the first recipient dedicated 


exclusively to the care of the sick. 
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pital, has received the Veterans 
Administration’s highest award, 
the Exceptional Service Award, 
for pioneering in atomic medicine 
which resulted in the agency’s 
present leadership in this field. Dr. 
Lyon formerly headed both the 
VA’s atomic medicine and medical 
research and education programs 
in Washington, D.C. 


@ Harmon P. B. Jordan, M.D., who re- 
tired after 33 years as superintend- 
ent of Providence Lying-In Hospi- 
tal, has received a special citation 
of honorary membership from the 
Hospital Association of Rhode Is- 
land. 


@ Col. James T. Richards, executive 
officer of Brooke Army Hospital, 
Fort Sam Houston, Tex., received 
a citation upon retiring after 20 
years of service at that hospital. 
Colonel Richards, who has a de- 
gree in hospital administration 
from the University of Chicago, 
helped in 1950 to establish the 
course at Army Medical Service 
School which has supplied trained 
medical administrative officers for 
army hospitals. 


@ Erwin W. Straus, M.D., received the 
Veterans Administration Chief 
Medical Director’s Commendation, 
which is the highest award given 
by the VA Department of Medi- 
cine and Surgery. Dr. Straus is 
director of the research and edu- 
cation service of the Lexington 
(Ky.) VA Hospital. He was cited 
for outstanding contributions to 
the VA patient care and medical 
research programs and for his con- 
tribution to psychiatry through 
his writings, lectures and exhibits. 


Deaths 


R. Bruce Butters, 29, administra- 
tive assistant at White Cross Hos- 
pital, Columbus, Ohio, died sud- 
denly on December 14. Mr. Butters, 
a graduate of the University of 
Minnesota program in hospital ad- 
ministration, had held his position 
at White Cross for more than three 
years. He is survived by his wife, 
Melba, and son, Stephen Bruce. 


Russell D. Holt, M.D., administrator 
of Holt Hospital and Clinic, Meri- 
dian, Tex., died on December 8. 
He was a member of the Council 
on Professional Service of the 
Texas Hospital Association and of 
the Texas Commission on Patient 
Care, and had been an original 
member of the State Board of Li- 
censed Vocational Nurses. 
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Three Beds Per 1000 Population 
A Minimum, Los Angeles Study Shows 


@ A minimum of three general hospital beds per 1000 population are 


needed for normal utilization. 


@® Community general hospitals should have at least 150 beds to take 
care of the needs of a service area in metropolitan regions. 
© Two thirds of a hospital’s patients come from its geographic area, and 


85 per cent of them are admitted 
by physicians whose offices are 
located in the hospital area. 
These were three of the many 
conclusions reached in a hospital 
planning study of the Los Angeles 


‘ metropolitan region. The study 


was sponsored by the State De- 
partment of Public Health and the 
Hospital Council of Southern Cali- 
fornia, with active support by 
medical societies of the counties 
involved. 

Discussion of the findings was 
included in last month’s meeting 
of the State Advisory Hospital 
Council, a Hill-Burton advisory 
agency. The results of the study 
were first presented in November 
by Gordon R. Cumming, chief of 
the Bureau of Hospitals, California 
State Department of Public Health, 
at the meeting of the research 
planning committee of the Hospital 
Council of Southern California. 

Some of the other conclusions of 
the survey were: 

1. Most hospital patients live 


within five miles of the hospitals 
to which they are admitted. 


2. Hospitals of 200 or more beds 
offer a wider range of specialized 
services and have a higher per- 
centage of medical specialists than 
smaller hospitals. 

3. Most of the intern, resident, 
nurse and other professional train- 
ing is conducted in centrally 
located city hospitals, rather than 
in suburban hospitals. 

4. Duplication of certain highly 
specialized facilities exists within 
a region. 


REGION VS. COMMUNITY PLANNING 


Commenting on the national im- 
plications of the Los Angeles sur- 
vey for metropolitan communities, 
Mr. Cumming said that a difficulty 
exists in distinguishing between 
needs of local communities within 


a metropolitan region and the 


needs of the region as a whole. 
The result is a problem in identi- 
fying the mission of hospitals in 
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the central city and that of sub- 
urban hospitals. 

It may be possible to plan for 
hospital services in individual com- 
munities throughout the region to 
make each community relatively 
self-sufficient—with only a small 
percentage of highly specialized 
hospitals planned on the basis of 
regional cooperation, Mr. Cum- 
ming observed. 

Planning concepts based on the 
results of the metropolitan survey 


were endorsed by the Southern 
California and state hospital as- 
sociations. Among the approved 
recommendations was that of plan- 
ning for hospital services in in- 
dividual communities which will 
have populations of 250,000 by 
1975. (The metropolitan Los An- 
geles region is expected to have a 
5 million population increase by 
1975. Between 1950 and 1959 the 
number of general hospitals in 
metropolitan Los Angeles increased 
from 133 to 202 and rapid hospital 
expansion is expected to continue 
along with the population growth.) 

The results of the survey were 
based on questionnaire returns from 
160 hospitals, 27,386 medical staff 
members (some of them replied 
more than once because they serv- 
ed on staffs of several hospitals), 
and from 12,325 discharged pa- 
tients. 


Internship Programs Could Be Limited 
To G.P.’s, Medical Educators Agree 


That intern programs could be limited to students planning to go into 
general practice, and that they could well be bypassed by those planning 
to specialize, particularly in surgery, appeared to be the consensus of 
participants at a recent meeting on the future of the internship held at 
Michael Reese Hospital, Chicago. The session was attended by approxi- 


mately 300 hospital administrators, 
medical educators and interns. 
The merits of the rotating v. 


_ straight internship received con- 


siderable attention from the 
speakers, but on this point opinion 
appeared to be divided. 

E. Hugh Luckey, M.D., profes- 
sor and chairman of the Depart- 
ment of Medicine, Cornell Univer- 
sity Medical College, and chairman 
of the Committee on Internship 
and Residents of the American 
Association of Medical Colleges, 
said that the problem of the rotat- 
ing internship lay in its conflict 
with the well developed under- 
graduate clerkship. ‘The rotating 
internship was developed...at a 
time before there was an effective 
undergraduate clinical clerkship,” 
he said. 


PROPOSES A COMPROMISE 


He proposed a different kind of 
program which would be a com- 
promise between a straight intern- 
ship in medicine and pediatrics 
and a rotating internship. Such a 
program was developed by the 


American Academy of General 
Practice and the Committee on 
Preparation for General Practice 
of the American Medical Associa- 
tion. It provided for approximately 
18 months experience in medicine 
and pediatrics and psychiatry, in- 
cluding outpatient work; a period 
of experience in emergency rooms, 
including minor surgery, and a 
six-month elective period. Such a 
program could be modified for use 
in preparing students for practi- 
cally any specialty, except for 
those planning to train in surgery 
or specialized obstetrics, he said. 
For those individuals, Dr. Luckey 
advocated a straight internship 
that would take them directly into 
the residency training program. 
The elimination of unnecessary 
internships was also suggested by 
Victor Johnson, M.D., director of 
the Mayo Foundation for Medical 
Education and Research, Rochester, 
Minn. “It should be one goal of 
undergraduate medical education 
to so strengthen the clinical ex- 
ternships that the internship may 
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be eliminated by physicians pro- 
gressing into residencies,” he said. 
However, he agreed that for physi- 
cians not entering specialty train- 
ing, there will probably remain a 
need for one to two years of ro- 
tating internships. 

Dr. Johnson’s preference for ro- 
tating internships was based partly 
on a study conducted a few years 
ago by a group appointed by the 
AMA Council on Medical Education 
and Hospitals. The study showed 
that only 60 per cent of practicing 
physicians were well satisfied with 
the straight internship training 
they had received, whereas 90 per 
cent of physicians who had chosen 
rotating internships felt they had 
chosen correctly. 


90-DAY WONDER DOESN'T WORK 


A strong criticism of the tradi- 
tional rotating internship came 
from Richard H. Saunders Jr., 
M.D., director of a study by the 
Committee on Internships of the 
Association of American Medical 
Colleges. “What happens in some 
rotating internships is that each 
specialty takes the man for a given 
period of time and tries to make 
a 90-day wonder out of him... 
This doesn’t work,” Dr. Saunders 
maintained. “During this time (the 


intern) gets to know neither the 
staff, the patient, nor the problems 
of either.” 

Dr. Saunders suggested instead 
concentration on teaching a physi- 
cian what to do with patients and 
their problems, thus teaching him 
the same thing in medicine and 
surgery. 

Dr. Saunders said that there is 
a growing trend to look upon the 
internship as primiarily an educa- 
tional experience, and that gradu- 


ates feel internship as education 
will prevent them from develop- 
ing bad habits and repeating er- 
rors. “They rely on a good devel- 
oping staff available to them during 
internship year,” he said. 

The importance of the residence 
staff in teaching interns was 
stressed by Dr. Saunders. “The in- 
terns recognize that the residence 
staff, probably more than any sin- 
gle group of individuals, teach them 
what they need to know.” ® 


Mississippi Hospitals Launch Program 
For Uniform Classification of Accounts 


To provide administrators with pertinent data and to encourage hos- 
pitals to adopt uniform classification of accounts, the Mississippi Hospital 
Association embarked recently on a statistical and fiscal exchange pro- 
gram available to voluntarily participating hospitals. 

The project got under way in November with the mailing of a re- 


porting form to all member hos- 
pitals, requesting specified fiscal 
and statistical data on their Octo- 
ber activities. On receipt of the 
completed forms, the association 
compiled a composite report for 
the participating hospitals to aid 
them in evaluating their particular 
operations compared with other 
hospitals of similar size. The com- 
posite report was divided by groups 
according to bed size—those sizes 


Ruff, a five-year-old mongrel 
dog once threatened with an un- 
happy fate in a public dog pound, 
has been chosen “Research Dog 
Hero of 1959”, the National So- 
ciety for Medical Research has an- 
nounced. 

Ruff received the award because 
he recently survived for 18 months 
with a second “booster” heart im- 
planted in his chest. The second 
heart was made by researchers at 
Maimonides Hospital, Brooklyn, by 
refashioning a portion of his dia- 
phragm into a muscular booster 
located immediately below his 
natural heart. A tiny radio trans- 
mitter outside the body activated 
the booster heart. 

Two girls whose lives were saved 
by open heart surgery, Elizabeth 
de Pasqua, 10 (left in the photo), 
and Laurie Anne Cloke, 4 (right), 
presented to Ruff his inscribed 
silver collar at ceremonies held 
at the New York Academy of Sci- 
ences. 

Eight other outstanding research 
canines received Honorable Men- 
tion Awards in connection with the 
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Mongrel Dog Chosen 1959 Research Hero 


respective research projects in 
which they served. All the dogs 
were nominated by research labo- 
ratories in hospitals, medical 
schools and pharmaceutical 
houses. 


being set up so that the groups 
would be approximately equal in 
number of hospitals and thus aver- 
ages could be determined more 
accurately. 

The association set a deadline 
date for the end of the initial en- 
rollment drive that fell approxi- 
mately two months after the first 
mailing. Charles W. Flynn, execu- 
tive director of the Mississippi as- 
sociation, said he expected more 
than a third of member hospitals 
to join the program by then. How- 
ever, additional hospitals could 
join at any time after notifying 
the association. The comments from 
member hospitals have been ex- 
cellent thus far, Mr. Flynn re- 
ported. 

In addition to the report form, 
hospitals were provided with a 
bulletin describing the classifica- 
tion of each account, and also with 
a monthly worksheet, or statement 
of expense form, identical in con- 
tent to the expense statements that 
must be completed for the Missis- 
sippi Blue Cross Plan on an annual 
or semiannual basis, thereby serv- 
ing also as a work-saving means. 

The association plans further 
work to perfect the program, Mr. 
Flynn said. The idea of the fiscal 
exchange report originated with 
one of the state association’s eight 
regional councils, the Southeast 
Mississippi Hospital Council, which 
introduced the program among its 
members. Now that the exchange 
has been expanded to state-wide 
participation, the state association 
plans to hold workshops for hos- 
pital accountants with the goal of 
analyzing and improving the re- 
porting procedure. ad 
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O. R. Nurses Attend 
First ANA Regional Institute 


Nearly 300 nurses from 32 states 
gathered recently in Chicago for 
the first in a series of regional 
institutes being sponsored by the 
American Nurses’ Association Con- 
ference Group for Operating Room 
Nurses. 

The purpose of the conference 
was to explore new trends and 
developments in aseptic techniques 
and to determine ways of improv- 
ing practice on a clinical level. 

The first day of the two-day 
meeting was devoted to the control 
of infections; the second to discus- 
sion of the functions of the pro- 
fessional nurse in the operating 
room and of the effect of inter- 
departmental relationships on the 
functioning of the operating room 
nurse. 


CONTROL OF INFECTIONS 


The importance of the newborn 
and of the adult nasal carriers was 
stressed by Winslow J. Bashe Jr., 
M.D., in a program on infection 
control. He said that mothers fre- 
quently get infections from their 
infants after they have been re- 
leased from the hospital, and that 
mothers generally do not come in 
with the staphylococcal strain. Dr. 
Bashe is chief of the Division of 
Communicable Disease of the Ohio 
Department of Health. 

It is believed that the adult nasal 
carrier of the 80-81 strain is a 
source of epidemic outbreaks of 
infections, Dr. Bashe pointed out. 
He urged that personnel carrying 
this strain be watched carefully. 
He said this watchfulness should 
extend to postoperative care. Be- 
cause of the more casual procedures 
in postoperative care, the danger 
of infection is perhaps even greater 
then despite the shorter time of 
the patient’s exposure to a carrier. 


EXCLUDE CARRIERS FROM O.R.’S 


The problem of excluding car- 
riers from operating rooms came 


. up during the question and answer 


period following Dr. Bashe’s paper. 
Dr. Bashe said if carriers are ad- 
mitted to the operating room they 
should be carefully followed and 
watched. Permanent carriers 
should be excluded, he said, but 
it should be up to the hospital’s 
infections committee to make that 
decision. 

The question of who is a perma- 
nent carrier was also discussed. 
The problem is difficult, Dr. Bashe 
admitted, considering that if all 
the members of the audience were 
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tested daily, some 80 to 90 per 
cent of them would be found to 
carry some “staph” strain during 
the course of a week. 


FOLLOW UP AFTER RELEASE 


The importance of follow-up 
after the patient’s release and the 
methods for doing this were also 
discussed. To provide data on hos- 
pital-acquired infections, every pa- 
tient should be checked for 10 to 
14 days, Dr. Bashe said. One meth- 
od he suggested was an informal 
letter from the hospital asking the 
patient how he liked his hospital 
stay and hiding tactfully the real 
reason for writing. Contact should 
also be maintained with physicians 
caring for patients after surgery, 
he said. 

One reason follow-up after re- 
lease is not more widely practiced, 
Dr. Bashe suggested, is that in 
single or two-hospital communities 
the hospitals are afraid to expose 
themselves. 


AHA Announces Staff 
Changes, New Appointments 


Four administrative changes and 
two new appointments were an- 
nounced last month by Edwin L. 
Crosby, M.D., the director of the 
American Hospital Association. 


Edmond J. Lanigan, an assistant di- 
rector of the Association, assumed 
the duties of director of the De- 
partment of Central Services 
January 1. His duties include su- 
pervision of the AHA personnel de- 
partment and library, the manage- 
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ment of the headquarters building, 
and facilities for travel, housing 
and conventions. 

Mr. Lanigan, who joined the 
Association in 1955, has been secre- 
tary of the AHA Council on Associ- 
ation Services. Jack Owen has suc- 
ceeded Mr. Lanigan in that posi- 
tion. The Council coordinates AHA 
activities with those of regional, 
state and metropolitan hospital 
associations. Mr. Owen has been, 
since 1957, assistant secretary of 
the Council on Administrative 
Practice. 


J. Allen Mahoney, M.D., member of 
the Association’s staff since last 
August, has been named acting 
director of the Department of Re- 
search and Statistics and acting 
assistant director of the Hospital 
Research and Educational Trust. 
He will continue as secretary of 
the Committee on Infections with- 
in Hospitals of the Council on 
Professional Practice and as assist- 
ant director of the Department of 
Professional Services. 


Ko Shih, Ph.D., who received his 
degree from the University of Wis- 
consin, has been named statistician 
for the Association and the Hospi- 
tal Research and Educational Trust, 
succeeding Vernon E. Weckwerth, 
who has taken a teaching-research 
position at the University of Min- 
nesota. Dr. Shih was director of 
marketing services for Grant Ad- 
vertising, Inc., before joining the 
AHA. 


C. Edward Dean has joined the staff 
of the Hospital Counseling Pro- 
gram of the Association as a field 
counsellor. He is a graduate of the 
Columbia University program in 
hospital administration and also 
holds a B.S. in business adminis- 
tration from New York University. 
He was assistant administrator of 
the Memorial Hospital, Worcester, 
Mass., from 1954 to 1959, and prior 
to that administrative resident at 
Muhlenberg Hospital, Plainfield, 
N.J. 


Edward J. Miller has joined the staff 
of the AHA Council on Adminis- 
trative Practice, with responsibili- 
ty for insurance 
and safety. He 
is a graduate of 
the State Uni- 
versity of lowa 
program in hos- 
pital adminis- 
tration. Mr. 
Miller was for- 
merly adminis- 
trator of the 
Washington 
County Hospi- 
tal, Washington, Iowa, and prior 
to that administrative associate at 
University Hospitals, Iowa City. ® 
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Hospital Care Costs Subject 
of 1960 Studies in Two States 


Another investigation of rising 
costs of hospitalization was being 
organized late last year in Penn- 
sylvania. Spearheaded by Insur- 
ance Commissioner Francis R. 
Smith, the study was made pos- 
sible by a recent approval of the 
state’s 1959-61 biennial budget by 
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Emergency Civil Defense Hospital Drill Held 


A 200-bed emergency Civil Defense hospital was demonstrated re- 
cently in Chicago during a mass casualty drill at the Edward J. Moskala 
Army Reserve Center. The demonstration was staged by members of the 
374th Convalescent Center, U.S. Army Reserve and visiting Civil Defense 
personnel. The Chicago CD Fire and Rescue Division and 5th U.S. Army 
Medical Corps, assisted in shuttling “injured” to the completely self- 
sustained hospital in ambulances. 

A team of 10 physicians, 20 nurses and 200 auxiliary personnel is 
generally required for manning each of the emergency hospitals. The 
units weigh about 12% tons each, occupy about 2000 cubic feet of storage 
space, consist of 450 separate containers, and can be transported in a 
single van. Valued at $30,000 each, the emergency hospitals are provided 
cost free by the federal government for use “only in major disasters de- 
clared by the President.” Many units cannot be opened unless a major 
disaster is declared. The training hospital operated by the Convalescent 
Center was one of the first in the Midwest. Future drills will be held by 
the Center and will be open to civilian and Civil Defense hospital a 


to familiarize them with the specialized equipment. 


the legislature in which $100,000 
of public funds were provided to 
underwrite the costs of the investi- 
gation. 

The study will consider such 
questions as: 

@ How much of the medical 
business, including hospital policy 
and administration is public busi- 
ness; 

@ The number of hospital beds 
needed on a population basis; 

@ Hospitalization costs; 

e Length of stay; 

® The powers, responsibilities 
and influences of hospitals, physi- 
cians and Blue Cross units; 

® Responsibility for free hospi- 
talization (financed by $10 a day 
contributions through state sub- 
sidies). 

Commissioner Smith said he ex- 
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pected that an additional $200,000 
will be raised privately to finance 
the study—mostly from Blue Cross 
and Blue Shield. However, he said, 
industry, labor unions, medical so- 
cieties, and other groups had shown 
interest in financing the study. 

A 45-member commission was 
named as the agency to undertake 
the investigation. 


CALIFORNIA PROBE 


A 17-member advisory commis- 
sion to study California’s medical 
and health needs with a view to 
raising standards and broadening 
care was appointed in December 
by the governor of the state. 

Dr. Roger O. Egeberg, medical 
director of the Los Angeles Coun- 
ty Department of Charities, was 
named to head the governor’s com- 


mittee. The group will investigate 
health services and their costs and 
also make recommendations “which 
would help bring about higher 
standards of medical and hea’th 
care for all Californians.” 

Also included in the appointed 
commission were president and 
vice president of the state medical 
association, president of the osteo- 
pathic association, John E. Smiths, 
administrator of Children’s Hospi- 
tal in Los Angeles, and Charles 
Abbott, chairman of the Blue Cross 
Commission. 


Hope of Settlement 
Seen at Cambridge 


In mid-January, the conflict at 
the Cambridge-Maryland Hospital 
remained unsolved, but the threat 
that the hospital might close waned 
as the situation showed signs of 
stabilizing. 

The medical staff of the hospital, 
which had been boycotting the in- 
stitution since December 9, applied 
for reappointment, and the hospi- 
tal’s board of directors voted to 
accept the physicians’ applications. 
Included in the reappointment was 
the chief of surgery, John Mace 
Jr., M.D., who had been suspended 
by the board. It was Dr. Mace’s 
suspension which provoked the 
doctors into refusing to admit any 
but emergency cases to the hospi- 
tal. Dr. Mace, however, remained 
under suspension despite his re- 
appointment. 

Hope for settlement of the dis- 
pute rested in a 12-man mediation 
committee created at the sugges- 
tion of the hospital’s directors. The 
committee is composed of four of 
the 14 medical staff members, four 
board members, three Dorchester 
County commissioners and the 
mayor of Cambridge. 

It was reported that the county 
commissioners who make an an- 


nual grant to the hospital would — 


provide immediate financial aid for 
the institution. 


18 from Hospital Field 
Invited to Youth Conference 


The hospital field will be repre- 
sented at the Golden Anniversary 
White House Conference on Chil- 
dren and Youth by 18 persons, 10 
of them teen-agers. Their invita- 
tions to the conference, to be held 
March 27 to April 2, in Washington, 
D.C., were extended last month 
by President Eisenhower after 
nomination by the American Hos- 
pital Association. 

This will be the sixth conference 
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since President Theodore Roose- 
velt called the first one in 1909. 
Almost 500 national voluntary or- 
ganizations, sharing a concern for 
the well-being of children and 
youth, are active in the confer- 
ence, along with state and federal 
groups. 

The 10 teen-agers chosen by the 
AHA are volunteers who serve in 
hospitals in such capacities as typ- 
ists and messengers. They and the 
hospitals in which they work are: 

Patti K. Kling, Grossmont Hos- 
pital, LaMesa Calif.; Leigh Fried- 
man, St. Louis, (Mo.) Children’s 
Hospital; Stephanie Luster, Chil- 
dren’s Memorial Hospital, Chi- 
cago; Nancy Joan Griffin, Mount 
Auburn Hospital, Cambridge, 
Mass.; Jane Beck, Holston Valley 
Community Hospital, Kingsport, 
Tenn.; Lewis Hinshaw III, Grace- 
New Haven Community Hospital, 
New Haven, Conn.; Joan Alex- 
ander, Albany (N.Y.) Hospital, 


.Albany; Susan Beth Hamzy, Bay- 


lor University Medical Center, 
Dallas; Ellen Lapin, Albert Ein- 
stein Medical Center, Philadelphia, 
and Olivia Baish, Georgetown 
University Medical Center, Wash- 
ington, D.C. 

In addition, two young adults 
between the ages of 21 and 30 
representing hospital administra- 
tion have been invited to the con- 
ference. They are Lawrence M. 
Detmer, an administrative assist- 
ant at Johns Hopkins Hospital, 
Baltimore, and Riley M. Green Jr., 
assistant administrator at Valley 
View Hospital, Ada, Okla. 

Four foreign representatives, des- 
ignated by the American Hospital 
Association, will attend the con- 
ference. They are Aslan Gundas, 
administrator of Hacettepe Chil- 
dren’s Hospital, Ankara, Turkey, 
now a student in hospital adminis- 
tration at the University of Chi- 
cago; Benjamin Capili, Mary John- 
son Memorial Hospital, Manila, 
P.I., now a hospital administration 
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student at Yale University, New 
Haven, Conn.; Kenzo Kiikuni, a 
Fullbright student from Japan 
studying hospital administration at 
Northwestern University, Chicago, 
and Dr. Oscar L. Criollos of Mexi- 
co who is studying at the Columbia 
University School of Public Health 
and Administrative Medicine. 

Two direct representatives of the 
AHA will also attend the youth 
conference. ad 


Blue Cross Plans Report 
Improved Financial Status 


Rate increases approved for 
many Blue Cross Plans during 
1959 have contributed to a 
healthier financial picture of the 
Plans for the first nine months of 
1959 than it appeared for the com- 
parable 1958 period. 

According to data compiled and 
released at year-end by the Blue 


Cross Commission, the Plans 


showed a 0.65 per cent net income 
for the three quarters of 1959, 
compared to a 3.34 per cent loss 
in 1958. Although a number of 
Plans received rate increases dur- 
ing 1958, state regulatory authori- 
ties frequently pared down these 
increases below the amount re- 
quested by the Plan. This necessi- 
tated further increases. During 
1959, petitions of the Plans were 
frequently granted in full, the 
commission said. 

The total income of the Plans 
reflected rate increases and the 
growth in the number of subscrib- 
ers, and exceeded considerably the 
1958 period: Total income 1959— 
$1167 million; total income 1958— 
$1049 million. 

Expenditures for hospital care 
of members at the end of the third 
1959 quarter reached an all-time 
high, amounting to $1095 million 
or 93.9 per cent of total income. 
This percentage for the compa- 
rable 1958 period was 97.5. 

Operational costs per subscriber 
contract per month averaged 29.6 
cents during the first nine months 
of 1959. One year ago this average 
was 28.5 cents per contract. This 
increase, which was due to rising 
costs and salaries, amounted to 0.4 
of a cent for each member. 

As in the past, the New York 
City Plan, the largest, showed the 
biggest numerical increase in sub- 
scribers. However, on a percent- 
age basis the Oregon plan chalked 
up the highest gain; it amounted 
to 36.8 per cent, and reflected 
chiefly the addition of one large 
group to the Plan’s membership. 
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The group consisted of 49,500 
members and families of the Ore- 
gon Joint Teamster Council. bd 


Oswald Hall Chosen 
for First Hayhow Award 


Oswald Hall, Ph.D., of the Uni- 
versity of Toronto, has been chosen 
to receive the first Edgar C. Hay- 
how Award for an outstanding 
article, according to Richard D. 
Vanderwarker, chairman of the 
article award committee of the 
American College of Hospital Ad- 
ministrators. 

Dr. Hall’s article, “Motivation 
and Morale,” was published in the 
summer issue of Hospital Adminis- 
tration, the college’s quarterly. 

The Edgar C. Hayhow Award 
will be granted annually at the 
Congress on Administration (this 
year, Feb. 4 through 6) to the 
author of an outstanding article 
published in Hospital Administra- 
tion. 

The award was created in honor 
of the 14th president of the college 
who bequeathed the professional 
society $7500 from his estate. Mr. 
Hayhow had been director of East 
Orange (N.J.) General Hospital. ® 


Dr. North to Head ACS, 
Succeeding Dr. Hawley 


John Paul North, M.D., Dallas 
surgeon born in Buffalo, N.Y., will 
become the director of the Amer- 
ican College of Surgeons effective 
Jan. 31, 1961. At that time he will 
succeed Paul R. Hawley, M.D., 
director of the College since 1950. 

Dr. North, currently chief of 
surgical service at the Dallas Vet- 
erans Administration Hospital, 
formerly held a similar post at the 


P. R. HAWLEY, M.D. 
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McKinney (Tex.) VA _ Hospital. 
Since 1946 he has also been pro- 
fessor of clinical surgery at South- 
western Medical School of the 
University of Texas. He was in 
private practice in Philadelphia 
from 1932 to 1942, holding at that 
time an appointment at the Uni- 
versity of Pennsylvania as instruc- 
tor and associate in surgery. 
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Dr. North has been a fellow of 
the American College of Surgeons 
since 1935, and a member of the 
board of governors since 1954. 

Dr. Hawley received his M.D. 
degree from the University of Cin- 
cinnati, and entered military serv- 
ice in 1916, retiring 30 years later 
with the rank of major general. 
Prior to his retirement from the 
army, General Hawley was head 
of the medical service of the U.S. 
Army in Europe and supervised 
and directed the medical depart- 
ment in that theater. He received 
military medals and other honors 
from the United States, France, 
Great Britain, Norway, Belgium 
and Nicaragua, and holds fellow- 
ships in surgical societies of France, 
England and Scotland, in addition 
to that of the United States. One 
of his latest honors came in June 
of last year when he received an 
honorary fellowship in the Royal 
College of Surgeons of England. 

Dr. Hawley’s first position after 
retirement from the army was that 
of the first chief medical director 
of the Veterans Administration. 
He resigned to become the chief 
executive officer of the Blue Cross 
and Blue Shield Commissions, and 
two years later, in 1950, became 
director of the American College 
of Surgeons. Ld 


Salary Figures Released 
For Physical Therapists 


Physical therapists received a 
median annual salary of $5750 
during 1959, according to data 
compiled by the American Physi- 
cal Therapy Association and pub- 
lished late last year in The Physi- 
cal Therapy Review. 

The association received infor- 
mation from 350 members. Of 
them, 45.5 per cent were employed 
in general hospitals and received 
there a median salary of $5750 an- 
nually. The same median was noted 
for therapists employed by neuro- 
psychiatric hospitals and by cere- 
bral palsy, treatment, and rehabili- 
tation centers. (Treatment centers 
included physician’s office or out- 
patient department.) 

The highest median annual sala- 
ries ($6250) were paid physical 
therapists by crippled children 
schools, public health agencies and 
by schools of physical therapy. 
Five respondents from other insti- 
tutions reported salaries of $6750. 
Convalescent and orthopedic hos- 
pitals were at the bottom of the 
scale, paying only $5200 annually. 

The report also gave the follow- 
ing data on salaries related to 
status at work: working alone, 


$5750; staff level, $4750; super- 
visor, $6250; coordinator, $7500; 
consultant, $6500; teacher at school 
of physical therapy, $6750. . 


State Legislative Notes 


Maryland: State aid to the medi- 
cally indigent has been increased, 
and payment method changed. In- 
stead of the former 60 per cent 
subsidy of the state-wide weighted 
average per diem cost, the state 
now pays 80 per cent of each hos- 
pital’s approved per diem cost. 

Ohio: Group hospitalization in- 
surance coverage of retired public 
employees, teachers, and school 
employees has been made possible 
by an act permitting premium de- 
duction from pensions paid by 
state retirement systems. 

@ Voluntary nonprofit health care 
plans incorporated in Ohio may 
now offer professional and hospital 
services, convalescent and nursing 
home facilities and dental services 
to subscribers, providing there is 
no cash or other material benefit 
paid to the subscriber. Certain ap- 
pliances and supplies incidental to 
the care may also be included in 
the benefits. The contract between 
the plan and the professional per- 
sonnel or hospital for service to 
be rendered to the subscriber “may 
be upon terms mutually agreeable 
as between them and the corpora- 
tion (plan).” As worded, the new 
legislation does not stipulate that 
the beneficiary must have a free 
choice of physician or service. 

e A fair employment practices act 
recently enacted, aims at prevent- 
ing and eliminating the practice 
of discrimination in employment 
against persons because of their 
race, color, religion, national ori- 
gin, or ancestry. The act also cre- 
ates a five-member, governor-ap- 
pointed, salaried commission to 
enforce the legislation and to de- 
fine its powers and duties. 

The act applies to employers, 
employment agencies and labor or- 
ganizations and prohibits them 
from (1) eliciting or attempting 
to elicit any information concern- 
ing the race, color, etc., of an ap- 
plicant for employment or mem- 
bership; (2) making or keeping a 
record of such data; (3) using any 
form of application requesting 
such data; (4) printing or pub- 
lishing notices or advertisements 
relating to employment or mem- 
bership indicating any preference, 
limitation, specification or dis- 
crimination based on race, color, 
etc.; (5) using a quota system for 
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since President Theodore Roose- 
velt called the first one in 1909. 
Almost 500 national voluntary or- 
ganizations, sharing a concern for 
the well-being of children and 
youth, are active in the confer- 
ence, along with state and federal 
groups. 

The 10 teen-agers chosen by the 
AHA are volunteers who serve in 
hospitals in such capacities as typ- 
ists and messengers. They and the 
hospitals in which they work are: 

Patti K. Kling, Grossmont Hos- 
pital, LaMesa Calif.; Leigh Fried- 
man, St. Louis, (Mo.) Children’s 
Hospital; Stephanie Luster, Chil- 
dren’s Memorial Hospital, Chi- 
cago; Nancy Joan Griffin, Mount 
Auburn Hospital, Cambridge, 
Mass.; Jane Beck, Holston Valley 
Community Hospital, Kingsport, 
Tenn.; Lewis Hinshaw III, Grace- 
New Haven Community Hospital, 
New Haven, Conn.; Joan Alex- 
ander, Albany (N.Y.) Hospital, 


-Albany; Susan Beth Hamzy, Bay- 


lor University Medical Center, 
Dallas; Ellen Lapin, Albert Ein- 
stein Medical Center, Philadelphia, 
and Olivia Baish, Georgetown 
University Medical Center, Wash- 
ington, D.C. 

In addition, two young adults 
between the ages of 21 and 30 
representing hospital administra- 
tion have been invited to the con- 
ference. They are Lawrence M. 
Detmer, an administrative assist- 
ant at Johns Hopkins Hospital, 
Baltimore, and Riley M. Green Jr., 
assistant administrator at Valley 
View Hospital, Ada, Okla. 

Four foreign representatives, des- 
ignated by the American Hospital 
Association, will attend the con- 
ference. They are Aslan Gundas, 
administrator of Hacettepe Chil- 
dren’s Hospital, Ankara, Turkey, 
now a student in hospital adminis- 
tration at the University of Chi- 
cago; Benjamin Capili, Mary John- 
son Memorial Hospital, Manila, 
P.I., now a hospital administration 


State Association Presidents 


DELAWARE 


MINNESOTA 


G. R. LORENZ EVERETT A. JOHNSON DOROTHY lL. PETSCH, R.N. 
Administrator Administrator Administrator 
Milford Memorial Hospital Methodist Hospital Worthington Municipal 
Milford Gary : Hospital 
Worthington 
MISSOURI UTAH 


HARRY PIPER 


MONTANA 


SISTER MARY THOMAS MORE 


4 
3 

* 


L. BRENT GOATES 


Administrator Administrator Assistant Administrator 
St. Luke’s Hospital St. Joseph's Hospital Latter-Day Saints Hospital 
St. Louis Lewistown Salt Lake City 


104 


student at Yale University, New 
Haven, Conn.; Kenzo Kiikuni, a 
Fullbright student from Japan 
studying hospital administration at 
Northwestern University, Chicago, 
and Dr. Oscar L. Criollos of Mexi- 
co who is studying at the Columbia 
University School of Public Health 
and Administrative Medicine. 

Two direct representatives of the 
AHA will also attend the youth 
conference. 


Blue Cross Plans Report 
Improved Financial Status 


Rate increases approved for 
many Blue Cross Plans during 
1959 have contributed to a 
healthier financial picture of the 
Plans for the first nine months of 
1959 than it appeared for the com- 
parable 1958 period. 

According to data compiled and 
released at year-end by the Blue 
Cross Commission, the Plans 
showed a 0.65 per cent net income 
for the three quarters of 1959, 


- compared to a 3.34 per cent loss 


in 1958. Although a number of 
Plans received rate increases dur- 
ing 1958, state regulatory authori- 
ties frequently pared down these 
increases below the amount re- 
quested by the Plan. This necessi- 
tated further increases. During 
1959, petitions of the Plans were 
frequently granted in full, the 
commission said. 

The total income of the Plans 
reflected rate increases and the 
growth in the number of subscrib- 
ers, and exceeded considerably the 
1958 period: Total income 1959— 
$1167 million; total income 1958— 
$1049 million. 

Expenditures for hospital care 
of members at the end of the third 
1959 quarter reached an all-time 
high, amounting to $1095 million 
or 93.9 per cent of total income. 
This percentage for the compa- 
rable 1958 period was 97.5. 

Operational costs per subscriber 
contract per month averaged 29.6 
cents during the first nine months 
of 1959. One year ago this average 
was 28.5 cents per contract. This 
increase, which was due to rising 
costs and salaries, amounted to 0.4 
of a cent for each member. 

As in the past, the New York 
City Plan, the largest, showed the 
biggest numerical increase in sub- 
scribers. However, on a percent- 
age basis the Oregon plan chalked 
up the highest gain; it amounted 
to 36.8 per cent, and reflected 
chiefly the addition of one large 
group to the Plan’s membership. 
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The group consisted of 49,500 
members and families of the Ore- 
gon Joint Teamster Council. ad 


Oswald Hall Chosen 
for First Hayhow Award 


Oswald Hall, Ph.D., of the Uni- 
versity of Toronto, has been chosen 
to receive the first Edgar C. Hay- 
how Award for an outstanding 
article, according to Richard D. 
Vanderwarker, chairman of the 
article award committee of the 
American College of Hospital Ad- 
ministrators. 

Dr. Hall’s article, “Motivation 
and Morale,” was published in the 
summer issue of Hospital Adminis- 
tration, the college’s quarterly. 

The Edgar C. Hayhow Award 
will be granted annually at the 
Congress on Administration (this 
year, Feb. 4 through 6) to the 
author of an outstanding article 
published in Hospital Administra- 
tion. 

The award was created in honor 
of the 14th president of the college 
who bequeathed the professional 
society $7500 from his estate. Mr. 
Hayhow had been director of East 
Orange (N.J.) General Hospital. ® 


Dr. North to Head ACS, 
Succeeding Dr. Hawley 


John Paul North, M.D., Dallas 
surgeon born in Buffalo, N.Y., will 
become the director of the Amer- 
ican College of Surgeons effective 
Jan. 31, 1961. At that time he will 
succeed Paul R. Hawley, M.D., 
director of the College since 1950. 

Dr. North, currently chief of 
surgical service at the Dallas Vet- 
erans Administration Hospital, 
formerly held a similar post at the 


J. P. NORTH, M.D. P. R. HAWLEY, M.D. 


McKinney (Tex.) VA _ Hospital. 
Since 1946 he has also been pro- 
fessor of clinical surgery at South- 
western Medical School of the 
University of Texas. He was in 
private practice in Philadelphia 
from 1932 to 1942, holding at that 
time an appointment at the Uni- 
versity of Pennsylvania as instruc- 
tor and associate in surgery. 
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Dr. North has been a fellow of 
the American College of Surgeons 
since 1935, and a member of the 
board of governors since 1954. 

Dr. Hawley received his M.D. 
degree from the University of Cin- 
cinnati, and entered military serv- 
ice in 1916, retiring 30 years later 
with the rank of major general. 
Prior to his retirement from the 
army, General Hawley was head 
of the medical service of the U.S. 
Army in Europe and supervised 
and directed the medical depart- 
ment in that theater. He received 
military medals and other honors 
from the United States, France, 
Great Britain, Norway, Belgium 
and Nicaragua, and holds fellow- 
ships in surgical societies of France, 
England and Scotland, in addition 
to that of the United States. One 
of his latest honors came in June 
of last year when he received an 
honorary fellowship in the Royal 
College of Surgeons of England. 

Dr. Hawley’s first position after 
retirement from the army was that 
of the first chief medical director 
of the Veterans Administration. 
He resigned to become the chief 
executive officer of the Blue Cross 
and Blue Shield Commissions, and 
two years later, in 1950, became 
director of the American College 
of Surgeons. 


Salary Figures Released 
For Physical Therapists 


Physical therapists received a 
median annual salary of $5750 
during 1959, according to data 
compiled by the American Physi- 
cal Therapy Association and pub- 
lished late last year in The Physi- 
cal Therapy Review. 

The association received infor- 
mation from 350 members. Of 
them, 45.5 per cent were employed 
in general hospitals and received 
there a median salary of $5750 an- 
nually. The same median was noted 
for therapists employed by neuro- 
psychiatric hospitals and by cere- 
bral palsy, treatment, and rehabili- 
tation centers. (Treatment centers 
included physician’s office or out- 
patient department.) 

The highest median annual sala- 
ries ($6250) were paid physical 
therapists by crippled children 
schools, public health agencies and 
by schools of physical therapy. 
Five respondents from other insti- 
tutions reported salaries of $6750. 
Convalescent and orthopedic hos- 
pitals were at the bottom of the 
scale, paying only $5200 annually. 

The report also gave the follow- 
ing data on salaries related to 
status at work: working alone, 


$5750; staff level, $4750; super- 
visor, $6250; coordinator, $7500; 
consultant, $6500; teacher at school 
of physical therapy, $6750. « 


State Legislative Notes 


Maryland: State aid to the medi- 
cally indigent has been increased, 
and payment method changed. In- 
stead of the former 60 per cent 
subsidy of the state-wide weighted 
average per diem cost, the state 
now pays 80 per cent of each hos- 
pital’s approved per diem cost. 

Ohio: Group hospitalization in- 
surance coverage of retired public 
employees, teachers, and school 
employees has been made possible 
by an act permitting premium de- 
duction from pensions paid by 
state retirement systems. 

@ Voluntary nonprofit health care 
plans incorporated in Ohio may 
now offer professional and hospital 
services, convalescent and nursing 
home facilities and dental services ~ 
to subscribers, providing there is 
no cash or other material benefit 
paid to the subscriber. Certain ap- 
pliances and supplies incidental to 
the care may also be included in 
the benefits. The contract between 
the plan and the professional per- 
sonnel or hospital for service to 
be rendered to the subscriber “may 
be upon terms mutually agreeable 
as between them and the corpora- 
tion (plan).” As worded, the new 
legislation does not stipulate that 
the beneficiary must have a free 
choice of physician or service. 

e A fair employment practices act, 
recently enacted, aims at prevent- 
ing and eliminating the practice 
of discrimination in employment 
against persons because of their 
race, color, religion, national ori- 
gin, or ancestry. The act also cre- 
ates a five-member, governor-ap- 
pointed, salaried commission to 
enforce the legislation and to de- 
fine its powers and duties. | 

The act applies to employers, 
employment agencies and labor or- 
ganizations and prohibits them 
from (1) eliciting or attempting 
to elicit any information concern- 
ing the race, color, etc., of an ap- 
plicant for employment or mem- 
bership; (2) making or keeping a 
record of such data; (3) using any 
form of application requesting 
such data; (4) printing or pub- 
lishing notices or advertisements 
relating to employment or mem- 
bership indicating any preference, 
limitation, specification or dis- 
crimination based on race, color, 
ete.; (5) using a quota system for 
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groups based on their race, color, 
etc.; and (6) utilizing employee- 
referring sources known to dis- 
criminate. 

Pennsylvania: Funds of $28 million 
at $10 per day have been pro- 
vided to help voluntary hospitals 
pay for the care of indigents. 
® Funds of $2,250,000 at $150 per 
student per year have been pro- 
vided for the operation of nursing 
schools at various voluntary hos- 
pitals and at Philadelphia General 
Hospital. 

Wisconsin: Admission procedures 
at state-operated university hos- 
pitals have been changed. Former- 
ly, a county was allowed two 
shared cost admissions for each 
1000 persons in the county; coun- 
ties shared the cost of quota pa- 
tients and paid the entire cost of 
additional patients. The new legis- 
lation provides that counties and 
the state will split the cost of all 
admissions in the public patient 
category. The additional cost to 
the state was expected by the gov- 
ernor to be greatly offset by sav- 
ings to the counties. ad 


Groups Elect Officers 


Associated Hospitals of Alberta: presi- 
dent, Chief Judge Nelles V. Bu- 
chanan, Edmonton; first vice presi- 
dent, Sister Mary, administrator, 
St. Joseph’s Hospital, Barrhead; 
second vice president, J. E. Carlson, 
Champion; treasurer, L. R. Ads- 
head, University of Alberta Hospi- 
tal, Edmonton. 

Wlinois Hospital Association: presi- 
dent, Delbert L. Price, administra- 
tor, Children’s Memorial Hospital, 
Chicago; president-elect, George K. 
Hendrix, administrator, Memorial 
Hospital, Springfield; treasurer, 
Norma D. Bailey, executive direc- 
tor, Grant Hospital, Chicago. 

Maritime Hospital Association: presi- 
dent, Col. Leo F. MacDonald; vice 
president for New Brunswick, 
Chaiker Abbis; vice president for 
Nova Scotia, Michael MacDonald: 
vice president for Prince Edward 
Island, Neil D. MacLean, adminis- 
trator, Prince Edward Island Hos- 
pital, Charlottetown; vice president 
for Newfoundland, Lt. Col. Hannah 
Janes, administrator, Grace Hospi- 
tal, St. John’s; secretary-treasurer, 
Gladys M. Porter, Kentville, N.S. 

Nevada Hospital Administrative Coun- 
cil: president, Clara M. Barnett, 
R.N., administrator, Lyon Health 
Center, Yerington; president-elect, 
Carroll Ogren, administrative as- 
sistant, Washoe Medical Center, 
Reno; treasurer, Sister Dominga, 
assistant administrator, St. Mary’s 
Hospital, Reno. 


Hospital association meetings 
(Continued from page 6) 


346 Occupational Therapists, Chicago 
(AHA Headquarters) 

3-6 Southeastern Hospital Conference Mi- 
ami Beach (Deauville Hotel) 

4-6 New Mexico Hospital Association, 
Albuquerque (Western Skies Hotel) 

9-13 American Psychiatric Association, At- 
lantic City (Convention Hall) 

10-12 Texas Hospital Association, Dallas 
(Memorial Auditorium) 

11-13 Upper Midwest Hospital Conference, 
Minneapolis (Auditorium) 

12 Massachusetts Hospital Association, 
Boston (Hotel Statler-Hilton) 

16-18 American National Red Cross, Kansas 
City 

16-18 Hospital Law, Washington, D.C. (Wil- 
lard Hotel) 

16-18 Patterns and Principles for Auxiliary 
Leaders, Chicago (AHA Headquar- 
ters) 

16-19 Hospital Dental Service, Atlanta 
(Henry Grady Hotel) 

23-26 Evening & Night Nursing Service Ad- 
ministration, Seattle (New Washinc- 
ton Hotel) 

23-27 Dietary ent Administration, 
Washington, D.C. (Willard Hotel) 

26-27 Tennessee Hospital Association, Mem- 
phis (Peabody Hote!) 

30-June 2 Catholic Hospital Association, 
Milwaukee (Auditorium) 


JUNE 


6-10 Food Purchasing, Chicago (AHA 
Headquarters) 

7-8 Maine Hospital Association, Rockland 
(Samoset Hotel) 

11-16 American Society of X-Ray Techni- 
cians, Cincinnati (Netherland Hilton 
Hotel) 

13-15 Advanced Personnel Administration, 
Chicago (AHA Headquarters) 

13-17 American Medical Association, Miami 
Beach (Miami Beach Hall) 

19-21 Michigan Hospital Association, Tra- 
verse City (Park Palace Hotel) 
19-24 American Society of Medical Tech- 
nologists, Atlantic City (Hotel Am- 

bassador) 

20-22 Mississippi Hospital Association, Bil- 
oxi (Buena Vista Hotel) 

20-24 Basic Hospital Pharmacy, Columbus 
(Ohio State University) 

20-24 Dietary Department Administration, 
San Francisco (Whitcomb Hotel) 


. 26-July 2 American Physical Therapy As- 


sociation, Pittsburgh (Penn-Sheraton 
Hotel) 

27-29 Comte des Hospitaux du Quebec, 
Quebec City (Provincial Exhibition 
Grounds) 

29-July 1 Nursing Home Administration, 
Chicago (AHA Headquarters) 


JULY 


11-13 Methods Improvement, Omaha (Shera- 
ton-Fontenelle) 


18-22 Hospital Engineering. Los Anceles 
(Biltmore) 


Your president reports 
(Continued from page 48) 


hospital and its medical staff is 
increasingly taking more respon- 


sibility for chronic illness. Medical 
research in degenerative diseases 
—so much a part of aging—is in- 
creasing. New ways of treating 
these diseases and new types of 
relationships between institutions 
providing these treatments will 
emerge. 

Nursing home care is central in 
the problem of care of the aged. 
Family after family find it almost 
impossible to accept the lack of 
facilities, the low standard of care, 
and the high cost which all too 
often cannot be prepaid. It may be 
that there is a need for a strong 
program of federal financial as- 
sistance in the building of superior 
nonprofit nursing home facilities, 
with special emphasis on nonprofit 
nursing homes incorporated into 
or affiliated with general hospitals. 
The American Hospital Association 
and the physicians of this country 
could greatly improve the health 
care of our older people if they 
would unite in the intelligent de- 
velopment and firm promotion of 
a program of this type. 

While the political debate con- 
tinues on a national level over 
methods for financing the health 
and hospital care of our older 
population, hospitals and the med- 
ical profession could do our coun- 
try a great service by concentrat- 
ing their energies on improving 
methods of long-term care, nurs- 
ing home systems and the care of 
the indigent and medically indi- 
gent on a local level. 


Financial relationships between 
radiologists and hospitals 


(Continued from page 45) 


provide for the increased deficit? 
The obvious alternative is to re- 
duce the charges for x-ray to the 
patient so that the department 
breaks even and then redistribute 
the necessary increase to the room 
charge. 

Again, it must be emphasized 
that the hospital’s position should 
be that of negotiating a financial 
relationship with the radiologist 
that is fair to all parties. It is un- 
derstandable that the radiologist 
wishes to obtain as advantageous 
a financial relationship as possible 
under circumstances that will en- 
able him to do his best work. It 
is equally obvious that the hos- 
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pital is concerned over its entire 
financial structure and the effect 
that any particular agreement will 
have upon it. Factors such as mo- 
nopoly of the service, security of 
income, relative income of the ra- 
diologist in comparison with other 
physicians, and the income received 
by the radiologist relative to the 
time or activity he devotes to the 
hospital’s radiology service—all 
must enter into contract discus- 
sions. 

However, all negotiations should 
be entered into with full knowl- 
edge on the part of the adminis- 
trator, the hospital board of trus- 
tees, the medical staff and the 
radiologist that the issues include 
economics in addition to patient 
care, and that the decision should 
be reached upon a basis that is 
fair and equitable to the local hos- 
pital, the local physician and the 
patients. 
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Emergency rooms weakest 
link in hospital care? 


(Continued from page 34) 


in a straight line of less than 20 
feet. It should be remembered, 
however, that the vital factor is 
not the distance as much as the 
organization of treatment once the 
patient is located. 

Almost without exception, phy- 
sicians are enthusiastic in their 
support of locating the emergency 
room adjacent to the x-ray de- 
partment and “preferably within 
speaking distance”. There can be 
little argument with this if the 
emergency room committee meets 
with the same survey results we 
had at Hartford Hospital. In this 
case, we found that one-third of 
the emergency patients undergo 
x-ray examination. We might 
question whether the lack of x-ray 
facilities in the emergency room 
has not been a major contributant 
to the “weakest link” previously 
mentioned. Certainly the dissatis- 
faction observed among trans- 
ported patients, their relatives and 
their physicians constitutes a 
rather convincing argument for 
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having x-ray facilities near at 
hand. 

With major clinical considera- 
tions out of the way, it is advan- 
tageous to locate the emergency 
room near the admitting office, 
near the credit department and 
near the cashiers. But above all, 
the emergency room must be easily 
reached by the public and es- 
sential diagnostic facilities easily 
reached by emergency room per- 
sonnel. 


NEEDED: ANCILLARY PERSONNEL 


In addition to advising on phy- 
sical plant and equipment, it is 
important that the opinions of the 
emergency room committee be 
eagerly sought on the selection and 
training of personnel. While the 
number of nurses employed in the 
emergency room will, of course, 
depend upon the work load, there 
must always be enough nursing 
help to assure the patient of ade- 
quate care. No one will argue with 
the contention that, in any given 
emergency, the physician may re- 
quire the constant services of the 
nursing assistant. This, however, 
will be less imperative in the 
emergency room staffed with house 
officers who are able to give as- 
sistance. In any event, there should 
be a standby arrangement with 
some other sections of the nursing 
department so that additional 
nursing help can be obtained at a 
moment’s notice. 

If there is argument for proper 
utilization of nursing time on the 
floors of the inpatient services, 
these arguments must surely be 
even more potent in the case of 
the emergency room. Ancillary 
workers, therefore, definitely have 
their place in the emergency suite. 
This area should be covered as 
much around the clock as possible 
by a lay receptionist. 

House staff in the emergency 
room require and deserve the con- 
certed efforts of the medical staff 
and the administration to orient 
them to the administrative and 
medical facts of life concerning 
their emergency work. No intern 
should go to the emergency room 
on duty, therefore, until he has 
been given an opportunity to meet 
with the chairman of the emer- 
gency room committee or another 
physician directly responsible for 
his clinical behavior. He should 


also meet the administrative rep- 
resentative on the committee to 
whom he will be responsible from 
many other points of view. He will 
turn to this administrative repre- 
sentative for help and advice al- 
most as often as he will turn to 
his clinical superiors. 


PLANNED ORIENTATION 


Such orientation must be a reg- 
ular part of the emergency room 
administration; it must be care- 
fully planned and be backed up 
by adequate clinical supervision. 
For this reason, it is recommended 
that the chart of organization in 
the emergency room include defi- 
nitely assigned members of the 
senior house staff as well as as- 
signed members of the junior 
group of attending staff. Where 
necessary, the attending staff rep- 
resentatives should accept respon- 
sibility for definite coverage jus* 
as they do in outpatient clinics or 
on hospital wards. This becomes 
of even greater significance in hos- 
pitals where there are no interns 
or other house officers. The respon- 
sibility for medical coverage in the 
emergency room on a rotating 
basis should and must be arranged. 

It seems obvious that more ac- 
tive thought is required in the 
organization and management of 
the emergency room than has been 
put into it in the past. The effort 
involved in the reorganization and 
proper administration of emer- 
gency departments can lead to the 
greatest possible administrative 
gratification. Public criticism of 
the emergency room is a great 
index of the success of its opera- 
tion. Spoken and written words of 
praise for services will be a more 
than adequate reward. 

The standing emergency room 
committee must be charged with 
the responsibility of continually 
reviewing the affairs of the emer- 
gency department. The committee 
should meet in regular monthly 
sessions to discuss not necessarily 
reorganization, but what has been 
going on, what the complaints 
have. been, what errors, if any, 
have been committed and what 
can be done to avoid errors in the 
future. 

This is the challenge of the 
emergency room—it is there for 
hospitals and the medical profes- 
sion to meet. 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty-five cents a 
word; minimum charge $5.00 per 
insertion. 

Contract Rate: Six-point body 
lines, 13 pica columns, $1.60 per 
line; eight-point display lines $2.00 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 


FOR SALE 


MEDICAL RECORD FORMS: Standard 
Approved forms of Physician's orders, 
nurses notes, graphic chart, X-Ray re- 
port, history, etc. Write for information 
and samples from the Steck Company, 
Box 16, Austin 16, Texas. 


CHECKS, VOUCHER AND PAYROLL: A 
— line of standardized voucher 
chec and our Steck-Check payroll sys- 
tem will meet all of your check writing 
requirements. Standardized forms give 

@ variety of paper colors and special 
features at stock form prices. Excellent 
delivery service. Write for information 
and samples from The Steck Company, 
Box 16, Austin 61, Texas. 


POSITIONS OPEN 


CHIEF DIETITIAN, A.D.A. with supervi- 
Sory experience for 160 bed 27 bassinet 
@oneral Hospital fully approved by the 
JCAH and by the AMA for Resident Train- 
ing, 40 hour week, salary open; 4 week 
vacation; also: ASSISTANT DIETITIAN: 
salary open, 2 week vacation 2 meals and 
laundry furnished; 40 hour week, 6 holi- 
days; social security; Blue Cross & Blue 
Shield. Available send resume including 
experience, date available and salary de- 
sired to Miss G. A. Cooper, Director, 
Woman’s Hospital, 1940 East 10lst Street, 
Cleveland 6. Ohio. 


NURSE, REGISTERED. DIRECTOR OF 
NURSING. Challenging opportunity in 450 
bed geriatric institution in the upper Bronx, 
New York City. Supervision of professional 
nursing staff and auxiliary personnel in 
modern infirmary division of institution. 
Salary open. Live-in accommodations avail- 
able. Liberal personnel practices. Send re- 
sume to Jacob Reingold, Executive Direc- 
tor, THE HEBREW HOME FOR THE 
AGED, 5901 Palisade Avenue, Bronx 71, 
New York. 


MEDICAL RECORDS LIBRARIAN REG- 
ISTERED: 185 Bed JCAH approved hos- 
pital. A ply St. Francis Hospital, Esca- 
naba, Mic igan. 


DIETITIAN-TEACHING: To teach nutri- 
tion and diet therapy in three-year inte- 
grated program, 180-200 students. Member 
of A.D.A. and teaching experience re- 
quired. Part-time assistance by present 
instructor until her retirement in June 
1961. Salary commensurate with educa- 
tion and experience. Apply Director of 
Nursing, Allentown Hospital, Allentown, 
Pennsylvania. 


PHYSIO-THERAPIST: 300 bed general 
hospital. Apply Administrator, St. Joseph's 
infirmary, Atlanta, Georgia. 


ERTISING 


MEDICAL RECORD LIBRARIAN—REGIS- 
TERED—with supervisory experience for 
160 bed 27 bassinet General Hospital fully 
approved by the JCAH of Hospitals and 
by The AMA for Resident Training—40 
hour week, salary open and commensurate 
with ability and experience. Send resume 
including experience, date available and 
salary desired to Miss G. A. Cooper, Dir- 
ector Woman's Hospital, 1940 East 10l1st 
Street, Cleveland 6, Ohio. 


DIETITIAN: ADA member, Therapeutic 
or Administrative, for 325 bed hospital in 
western suburb 16 miles west of Chicago's 
loop. Well equipped Dietary Department. 
Regular hours. 1 month vacation and other 
liberal benefits. Salary commensurate with 
ability. Apply Miss M. . Schoeneich, 
Chief Dietitian, Memorial Hospital, Elm- 
hurst, Dlinois. 


OPERATING ROOM COORDINATOR: For 
500 bed General Hospital. Average of 800 
operations per month. Has supervisor to 
assist with service responsibilities, and 
clinical instructor to assist with student 
teaching. M.S. degree with experience 
desired. B.S. degree with broad experi- 
ence will be considered. Salary commen- 
surate with education and experience. 
Apply Director of Nursing, Allentown Hos- 
pital, Allentown, Pennsylvania. 


NURSE ANESTHETISTS: for 220 bed com- 
munity hospital. Working with — 
ge e Two full time M.D.’s, four Nurses, 
all gents & Techniques. Modernization 
of. going on. Two and one-half hours 

m Boston & New York. Write G. J. 
Carroll, M.D. William W. Backus Hospi- 
tal. Norwich, Connecticut. 


OBSTETRICAL CLINICAL INSTRUCTOR: 
Responsible to Obstetrical Coordinator for 
planning and executing clinical instruc- 
tion and supervision. Assists with formal 
instruction, as necessary. Concurrent teach- 
ing and clinical experience. 180-200 stu- 
dents. M.S. degree and one or more years’ 
experience desired. B.S. degree with broad 
experience considered. Salary commen- 
surate with education and experience. 
Apply Director of Nursing, Allentown 
Hospital, Allentown, Pennsylvania. 


MEDICAL RECORD LIBRARIAN: An ex- 
cellent opportunity in a modern and pro- 
gressive hospital organization. Excellent 
starting salary and periodic reviews. Our 
extensive benefit program includes three 
weeks vacation after one year and four 
weeks after five years. Apply Jack J. 
Schmidt, Personnel Director, Mount Sinai 
Hospital, 908 North 12th Street, Milwaukee 
3, Wisconsin. 


NURSE ANESTHETISTS: to complete staff 
of three for 85-adult bed hospital. Situated 
midway on Pennsylvania pike be- 
tween ee and Harrisburg. Famous 
Resort Area. lary oan. liberal person- 
nel policies—Apply iss M. Valigorsky, 
C.R.N.A., Memorial Hospital of Bedford 
County or telephone Collect—Bedford 


DIRECTOR OF NURSING SERVICE at La 

Crosse Lutheran Hospital. 250 bed. Excel- 

lent salary and other benefits. Degree in 

nursing service desired. Apply to Stanley 

L. Sims, Administrator, 1910 South Avenue. 
Crosse, Wisconsin. 


NURSES, REGISTERED—Illinois or Recip- 
rocal. New, 110 bed VOL. Gen’l hospital 
Chicago suburbs. Attractive wage scale 
and fringe benefits. Exceptionally capable 
med. staff. Apply, M. A. Garland Bus. Mgr., 
Northwest Community 800 W. 
Central Road, Arlington Heights, Dlinois. 
CLearbrook 9-1000. 


REGISTERED PHARMACIST for 60 bed 
general hospital in S. W. Colorado. Apply 
to muety Clark, Adm. Southwest Memorial 
Hospital, Cortez, Colorado. 


“DIRECTOR OF NURSING SERVICE: at 
least B. S. degree—experience. 75-bed gen- 
eral hospital, JCAH approved, growing in- 
stitution. Salary commensurate with quali- 
fications. Apply Administrator, Riverview 
Memorial Hospital, St. Paul, Minnesota.” 


ASSISTANT MEDICAL RECORD LIBRAR- 
IAN: 670 bed general hospital with large 
Out Patient Service. I.B.M., Terminal Digit 
and Soundex Procedures. Opportunity to 
supervise large staff. Liberal personnel poli- 
cies. Apply Personnel Director, Harper 
Hospital, Detroit, Michigan. 


OUR 63rd YEAR 


WOOD WAR 


FORMERLY AZNOES 


V.Wabash-Chieago, UL. 


RAndolph 6-5682 
ADMINISTRATORS: (a) Med Dir; 30 fed- 
derated indus grps: 60,000 members; staff 
of 63 MD’s; prefer Bd internist; very sub- 
stantial; retirement program. (b) Very lge 
genl hsp; 3 impor med schls; reor- 
a programs; report dir to Med 

ir whose primary function is prof aspects 
of operation; will have 2 assistants; out- 
standing facility; E. (c) New 90-bed, vol, 
genl hsp; req’s sevl yrs exper; $10-12,000; 
warm, dry climate; SW. (d) Man or 
woman; 300-bd, fully apprvd, g,enl hsp: 
about $18,000; E. (e) Genl, JCAH hsp, 100 
bds; $12,000; MW. (f) Fairly new, 100 bd, 
JCAH, genl hsp; good facilities; mfg twn 
25,000; NY State. (g) 65 bds, JCAH; excl 
med staff, 8 GP’s, 10 specialty consultants; 
fulltime Path and Rad; $6500; Ill. (h) Asst 
Med Dir; very lge, fully-apprvd genl tchg 
hsp; req’s min, l-yr apprvd internshp, 1 
yr, adm exper; to $12,000; vic NYC. (i) 
Asst; very lge univ-affild hsp; report dir 
to FACHA; $8,000; E. (j) Asst Adm; new 
post; 125 , genl, vol, JCAH hsp; sal 
open; provide furn’d residence MW. 


ADMINISTRATIVE POSTS: (k) Adm Asst; 
MHA; 325 bd, vol, genl, JCAH hsp, add- 
ing 70 bds; $7,000 plus fringe benefits; E. 
(1) Bus Mgr; supervise 45 employees; 400 
bd, genl, vol, fully-apprvd hsp; $7200; lige 
city, MW. (m) Purchas’g Agent; 800 bds, 2 
units, fully-apprvd; Ige city, SW. 


DIRECTOR OF NURSES: (2) Resp sch, 
serv; hsp now expandg to 275 bds, incl 
many new facil; resid twn 30,000 nr ige 
univ city; N. Engl. (o) Suprv staff 75 
modern genl hsp, 125 bds; MW lake resort 
area, twn 10,000. 


EDUCATIONAL DIRECTORS: (p) Asst; 
weexe genl hsp 150 bds; lake resort twn 
15,000; . Engl. (q) Plan coll centered 
educ prog, 2-yr curriculum; faculty status; 
sml coll; to $8,000; SE city 100,000. 


EXECUTIVE HOUSEKEEPER: (r) Must 
be able reorg dept; fully-apprvd, gen hsp, 
350 bds; Chgo area. (s) Full-chge, 500 bd, 
genl hsp, lge convalescent unit; med sch! 
affil; Pac NW. 


NURSE ANESTHETISTS: (t) Genl hsp 100 
bds; Fla island resort twn 15,000. (u) Vol, 
genl hsp, 40 bds; no OB dept; to $8400; 
MW resort twn 10,000. 


PHARMACY: (v) Chief; duties incl ee 
student practical, registered nurses in co 
affil schl; fully-apprvd, vol, genl hsp, 250 
bds; $7200; SE coll city, 100,000. 


PHYSICAL THERAPY: (w) Chief; e* 
elig Cal;. fully-apprvd vol gen! hsp, 
bds; ocean resort, College city. 


DOROTHEA BOWLBY ASSOCIATES 
8 South Michigan Avenue Chicago 3, I). 
Suite 603—ANdover 3-5293 
Dorothea Bowlby, Director 


A Specialized Employment Service for 
Medical and Hospital Personnel. (Men 
and Women.) For Administrators, Person- 
nel Directors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 
Physical erapists, Occupational Thera- 
— .. . Engineers, Plant Superintendents, 
harmacists, Medical Record Librarians, 
Anesthetists, Public Relations Directors, 
Housekeepers, Bacteriologists, Biochemists, 
Food Service Managers. All inquiries from 
applicants are kept strictly confidential. 


HOSPITALS, J.A.H.A. 
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THE MEDICAL BUREAU 
M. Burneice Larson, Director 
900 North Michigan Ave. 
Chicago 11, Illinois 


ADMINISTRATORS: (a) Assoc. Dir. to 
head all oe of tch. hosp; 750 
$18-$20,000; East (b) Ass’t. Adm; univ. hsp., 
chief hsp. of tch. oe: hsp. recently com- 
pleted; min, $7 need not be course 
raduate; Med. Center, West; (c) Dir. of 
ed. Educ. and Research: outstanding tch. 
Hsp; 600 beds; 45 residents, 15 interns; (d) 
Ass’t Med. Dir; 700 bed tch. hsp; $12,000, 
home provided: (e) Ass’t Adm. new posi- 
tion in hsp. e ding to 250, salary in- 
cludes furnished residence, Ohio; (f) Med. 
Dir. and adm.; rehabilitation center, West; 
one A ges = develop med. program re- 
-_ retired or semi-retired dir. eligi- 
(g) Adm., capable complete reorgan- 
ieations 150 bed hsp, N.Y.—$11-$14,000; -1. 


of Professional Serv., bed affil. 
schools of medicine, 55 22 
terns; 2nd largest city in state; $1780- 
120; (b) Comptroller qual. take over 
nancial control of large univ. located 
foreign city; rtered by N.Y. State; en- 
roliment, 2429; univ. . offers modern 
med. care. (c) Personnel Dir. Food Serv- 
ice Dir. brand new 300 bed hsp. assist staff- 
ing policies and gen. organization; near 
Wash. D.C. (d) Purchasing Agent, 400 bed 
; right person may become Ass’t Adm., 
. $5000 up; H2-2. 


ANESTHETISTS: (a) Also act as adm., 20 
bed hsp. Minn., excellent financial opport. 
(b) Work with M.D. anes. 18 man c nic, 
Ohio; salary percentage; (c) Cover serv- 
ice, 40 bed hsp. we ae start; (d) OB 
only; well renowned W. hsp; univ. affil. 

lus; (e) Florida, join staff of six, 

rge hsp. resort area; $6000 up. H2-3. 


DIRECTORS OF NURSES (a) Large gen. 
. near Wash. D.C.; accred. school, to 
a (b) Capable adm. of nursing serv- 

500 bed hs West to $12,000; 

(ey Direct nursing, 150 bed hsp a grad. 

staff Ohio, $7500; (d) Direct — 70 bed 

hsp. near ocean resorts, Florida; $6000 up 


dents to (f) Direct large 
psych. hsp. M.W. $9000 up; 


DIETITIANS: (a) Chief, 400 bed hsp. near 
Chicago, $7000; (b) Ass’t Dietitian, need 
not be ADA 120 bed hsp. lake resorts, N.Y. 
State; (c) Thera. to a indus. food or- 
ganization: $6-$9000; H2-5 


EXECUTIVE HOUSEKEEPER: 
brand new hsp. near Wash. D.C. top sa we 4 
= ae capable organizing dept., s 


RECORD LIBRARIAN: (a) Con- 
sultant med. record libr; join another in 
established program of 25 hsps.; W; exc. 
opport; must ewer (b) Chief, 

40 bed hsp. expansion to 200; most beauti- 
ful Lake resort; adequs Chief, 
500 bed univ. a a ate staff for 
24 hr. service; 8. top calery 7 for adm. per- 
son. 


CHIEF DIETITIAN: 245 bed—general ac- 
credited hospital, featuring ultra modern 
kitchen—Mealpack uipment. Progressive 
policies. Excellent Sa Write James G. 
Carr, Jr., Administrator, Memorial Hospi- 
tal, Casper, Wyoming. 


REGISTERED COMBINATION X-RAY 

AND LABORATORY TECHNICIAN: 

io -six bed hospital. College town of 

irty minutes from large metro- 

politan center. Ad Administrator, Crete 
unicipal Hospi Crete, Nebraska. 


POSITIONS WANTED 


CERTIFIED REGISTERED NURSE ANES- 
THETIST: male, desires opportunity to do 
fee-for-service anesthesia in small com- 
munity hospital. Excellent recommodations. 

t years experience. Address HOSPI- 
TALS, Box J-68. 


ADMINISTRATOR: 43, medical adminis- 
trative officer, veterans administration hos- 
pital, hospital analyst-inspector for the 
California Dept. Public Health; all phases 
medical administration large military hos- 
pitals. Capt. Hon. Res. (MSC) 9 yrs ex- 


pital or assistantship large hospital Chicago 
or Northwest Indiana areas. Available im- 
mediately. Address HOSPITALS, Box J-61. 


OuR 63rd YEAR 


WOOD WAR 


FORMERLY AZNOES 


V.Wabash- Chicago, 


RAndolph 6-5682 


ADMINISTRATOR: MHA, CHge; 3 yrs, 
personnel dir; 2 yrs, adm, 70 bd hosp; past 
4 yrs, asst adm, 400 bd, vol, genl hsp; excl 
exp bldg progm; seeks adm hsps, bds 
up or coordinator, ige hsp system; any 
locality; well-recomm’'d; age 40. 


ASSISTANT ADMINISTRATOR: MHA,;.” 
yrs, adm asst, 325 bd, genl hsp; seeks h 
150 bds up in Lake region; middle 30a. 


PATHOLOGIST: Cert’'d, AP &@ CP; 2 yrs, 
Dir. of Path, 250 bd hosp; seeks igr twn 
(25-100,000), no preference. Age 33. 


RADIOLOGIST: Working toward Cert’n; 
2 yrs, Int Med res & 2 yrs, Int Med prac- 
tice; 2 yrs, Rad, 225 bd hsp & 100 bd hsp. 


THE MEDICAL BUREAU 
M. Burneice Larson, Director 
900 North Michigan Ave. 
Chicago 11, Illinois 
ADMINISTRATOR: Med; 4 yrs, ass't dir 


800-bed univ hsp; 12 yrs, dir, 400-bed tchg 
hsp FACHA. 


COMPTROLLER: B.S. (Major: Acctg); 
since 1951, compt & office mgr, 210 bed hsp. 


PATHOLOGIST: Diplomate; FACP: 
dir of path, 350 bed gen iisp, consultant to 
several others. 


RADIOLOGIST: univ hsp trng in rad incl 
radioisotopes; M.S. (Rad); 4 yrs group 


(e) Overseas, direct education native atu perience. k administration of small hos- assn; Diplomate (Diagnosis & Therap. Rad). 
[Clip and Mail) 
HOSPITALS, Journal of the American Hospital Association 
840 North Lake Shore Drive, Chicago 11, Illinois 
Please schedule the following advertisement for the issue(s) of HOSPITALS 
(Date of Publication) 
under the following heading: (Thirty-five cents a word; minimum charge $5.00 per insertion.) 
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Kayser-Roth Hosiery Co., Inc. 


p. 33 Robert McCullough 
p. 35 Brooks Studio 
p. 37 Brooks Studio 
p. 47 Bodden Fotos 


a American Cyanamid Co. 

7 American Hospital Association ...86, 110, Third Cover Kraft Foods Division of 

4 American Hospital Supply Corp. ............. 26, 27 National Dairy Products Corporation ........ 83, 84 
American Sterilizer Co. ..............-. Fourth Cover 69 
9 Mead Johnson & Company .................... 59 
Advertising ................... 108, 109 Minneapolis-Honeywell Regulator Company ..... 10, 11 
Company 77 Minnesota Mining & Mfg. Co. ................. 29 
a Continental Coffee Company .................. 89 

Cook Machinery Co., Inc. 97 Orthopedic Frame Co. ....................... 61 
30 Procter & Gamble Company ................... 7 

- Hard Manufacturing Company ................. 16 King-Seeley Corporation ................... 75 
- Huntington Laboratories, Inc. .................. 81 Surface Combustion Corp., 

68 Division of Midland-Ross Corporation ......... 67 
Johnson & Johnson, Hospital Division .......... 22, 2a 34, $5 
PICTURE CREDITS 


p. 73 Capitol Photo Service 

p. 84 Veteran's Administration Hospital, Houston, Texas 
p. 99 The New York Times 

p. 101 U. S. Army Photograph 


a correspondence course 


HOSPITAL ACCOUNTING 


offered jointly by 


and 


THE UNIVERSITY OF CHICAGO 


(Business NC175)... 


hospital system of financial records. 


standard forms for hospital use. 


Dorchester, Chicago 37, Illinois. 


THE AMERICAN HOSPITAL ASSOCIATION 


THE HOME-STUDY DEPARTMENT OF 


especially for bookkeepers, office managers, administrators, head nurses, and 
others in hospitals of 100 beds or less who wish to improve their efficiency and skill in operating the 


Gain a broad understanding of the theory and concepts that underlie double-entry accrual accounting. 
Learn extensive practical guides or rules for action as developed by the American Hospital Association. 
Develop specific accounting skills necessary for efficient hospital administration. Acquire familiarity with 


For further information write: The Home-Study Department, The University of Chicago, Sixtieth at 
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OURNAL FOR HOSPITAL AUNILIARIES 


Pewished wy The 
Asseciahen 


/ Velume 1:1 


It’s new for 1960—The Hospital Auxiliary Newsletter—with a new name, “The Auxiliary 
Leader, Journal for Hospital Auxiliaries,” and a new look in digest size. It’s quiek and easy to 
read with its all-new styling. It will easily fit into a handbag. The journal will serve as a 
medium through which your auxiliary and others can exchange ideas: learn alLout new proj- 
ects; successful orientation programs; careers recruitment efforts; gift shop opprations; fund 
raising campaigns; public relations activities; and many other exciting ideas. Ty journal also 
keeps you informed of problems facing hospitals. No increase in subscription prices: $2. For 


further information write: American Hospital Association, 840 North Lake Shore Drive, 
Chicago 11, Illinois. 
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Ann Arbor, Mich. 
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Administer Bléod. 


Under pressure 


PRESSURIZED TRANSFUSION SET of Air Embolism 


Without Fear 


The danger of air embolism to the patient during pressurized 
transfusions . } . and the tiresome, continuous hand pumping 
necessary to maintain flow pressure with conventional sets, are 
fully eliminated in Amsco Laboratories’ new ‘‘460”’ Pressurized 
Transfusion Set. 

Now a smooth, constant supply of blood flows to the patient 
under an even pressure excried on the entire unit of blood. The 
blood flow to-the patient is instantly adjustable from a maximum 
pressurized flow to slow drip . . . without losing the drip level. 


Essentially, the “460” is divided into two sealed chambets . . . 
one for blood . . . the other for air. Blood is prefiltered thrdugh 4 
eight square inches of filtering surface as it enters the chaniber | 
from the blood bottle. The entire unit of blood is easily — 
by a few squeezes of a detachable pressure bulb. Ba 

Economically priced, the “460” is ideal for use as the standard 
blood transfusion set, with uniform pressure always instantly 


al ' 
available. 


@ Operation is easy, positive 
and eliminates worry of 
air embolism ... without the 
burden of constant pumping. 


LABORATORIES 


ERTE, PENNS YLVAWNTEA 
DIVISION OF AMERICAN STERILIZER COMPANY 


University @icrofilas 
313 North first Street 
c 
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A, 
Le 
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AG Write for convenient 
pocket bulletin MC-543 
MSCO 


